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J. MARION SIMS AND VESICOVAGINAL FISTULA 


/¥XNO James Marion Sims 
(1813-1883) the world 
owes two outstanding 

achievements: the surgical 

victory over that distressing 
condition, vesicovaginal fis- 
tula, and the establishment 
of the Woman’s Hospital of 
the State of New York. Sims 
was born in Lancaster, South 

Carolina, in 1813 and was 

graduated from South Caro- 

lina College in 1832. After 
his graduation, as was the 
custom of the day, he began 

his medical studies under a 

preceptor, later taking his 

first course of medical lectures 
at the Medical College of 

South Carolina in Charleston and his second 

course in Philadelphia at Jefferson Medical Col- 

lege, from which he graduated in 1835. He began 
the practice of medicine in his home town, later 
removing to Mount Meigs, Alabama, and thence 
in 1840 to Montgomery, Alabama. 

The year 1845 was a memorable one and 


marked for Sims a turning point in his career. - 


He had become a popular practitioner and was 
well and favorably known as a safe and pro- 
gressive surgeon. In the summer of that year his 
attention was called to several cases of vesico- 
vaginal fistula in young negro women. In his 
autobiography,' he vividly describes the con- 


'The Story of My Life. By J. Marion Sims. New York: 1889. 





Portrait of J. Marion Sims from steel 
engraving used as frontispiece.' 


cern which these patients gave 
him. He read the literature 
faithfully without finding a 
positive method of cure. Then 
came the discovery of the 
Sims’ position and the duck- 
bill speculum. A Mrs. Mer- 
rill had fallen from a horse 
and had sustained a sudden 
retroversion of the uterus. 
Kemembering the advice of 
his Charleston teacher, Dr. 
Thomas G. Prioleau, Sims 
placed the patient in the 
knee-chest position. In de- 
scribing this incident, he says, 

I turned my hand with the 
palm upwards and then down- ° 
ward and pushing with all my 
might, when all at once I could not feel the womb nor 
the walls of the vagina. I could touch nothing at 
all, and wondered what it all meant. While I was 
wondering Mrs. Merrill said, ‘‘Why, doctor, I am 
relieved.” 

Then, said I to myself, if I can place the patient in 
that position, and distend the vagina by the pres- 
sure of air, so as to produce such a wonderful result 
as this, why can I not take the incurable case of 
vesicovaginal fistula, which seems now to be so in- 
comprehensible, and put the girl in this position and 
see exactly what are the relations of the surrounding 
tissues? Fired with this idea, I forgot that I had 
twenty patients waiting to see me all over the hills 
of this beautiful city. I jumped into my buggy and 
drove hurriedly home. Passing by the store of Hall, 
Mores & Roberts, I stopped and bought a pewter 
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Reprojuction of Fig. 17 from Sims’ original report. 
“The appearance of the fistula and suture apparatus 
after the operation; the edges of the opening in apposition; 
a clamp on each side of it; the flattened shot against the 
proximal clamp; the wires cut off and bent over the shot, 
which protects the recto-vaginal surface against their 
sharp ends, as well as prevents their slipping.” 


spoon. I went to my office where I had two medical 
students, and said, ‘‘Come, boys, go to the hospital! 
with me.” 

“You have got through your work early this 
morning,” they said. 

“T have done none of it,” L-replied; ‘come to the 
hospital with me.” Arriving there, I said, “Betsy, I 
told-you that I would send you home this afternoon, 
but before you go I want to make one more examina- 
tion of your case.”’ She willingly consented. I got a 
table about three feet long, and put a coverlet upon 
it, and mounted her on the table, on her knees, with 
her head resting on the palms of her hands. I placed 
the two students one on each side of the pelvis, and 
they laid hold of the nates, and pulled them open. 
Before I could get the bent spoon-handle into the 
vagina, the air rushed in with a puffing noise, dilating 
the vagina to its fullest extent. /ntroducing the bent 
handle of the spoon I saw everything, as no man had 
ever seen before. The fistula was as plain as the nose 
on a man’s face. The edges were clear and well- 
defined, and distinct, and the opening could be meas- 
ured as accurately as if it had been cut out of a piece 
of plain paper. The walls of the vagina could be seen 
closing in every direction; the neck of the uterus was 

'For the care of negro patients, Sims had a small eight bed hospital 
erected in one corner of his yard. 





distinct and well-defined, and even the secretions 
from the neck could be seen as a tear glistening in 
the eye, clear even and distinct, and as plain as 
could be. I said at once, “‘Why can not these things 
be cured? It seems to me that there is nothing to 
do but to pare the edges of the fistula and bring it 
together nicely, introduce a catheter in the neck of 
the bladder and drain the urine off continually, and 
the case will be cured.”’ Fired with enthusiasm by 
this wonderful discovery, it raised me into a plane of 
thought that unfitted me almost for the duties of 
the day. Still, with gladdened heart and buoyant 
spirits, and rejoicing in my soul, I went off to make 
my daily rounds. I felt sure that I was on the eve 
of one of the greatest discoveries of the day. The 
more I thought of it, the more I was convinced of it. 


Sims immediately proceeded to devise instru~ 


ments necessary for the operation. He ransacked 
the country for patients, told his fellow physicians 
of his discovery, and collected in all six or seven 
cases. He built another story on his improvised 
hospital, which gave him sixteen beds—four for 
attendants and twelve for patients—and offered 
to keep the negro patients free of charge. Late in 
1845 he began his operations. Failure after failure 
resulted, only partial closures being secured. 
Finally, he hit upon the idea of using suture mate- 
rial of silver wire which was made for him by Mr. 
Swan, a jeweler, and in May 1849 he operated for 
the thirtieth time upon one of his patients, “An- 
archa.” ‘To his delight there was no cystitis. 
When the time came to remove the sutures, he 
says: 

With a palpitating heart and an anxious mind I 
turned the patient on her side, introduced the 
speculum, and there lay the suture apparatus just 
exactly as I had placed it. There was no inflamma- 
tion, there was no tumefaction, nothing unnatural, 
and a very perfect union of the little fistula. 


In the course of the next two weeks fistule in two 
other patients were permanently closed by the 
same method. After nearly four years of experi- 
ment, success had come. 

Six weeks after the conclusion of his first suc- 
cessful fistula operation, Sims completely col- 
lapsed with a severe dysentery which became 
chronic and held him in its grip for six long years. 
In search of health, he journeyed to springs, to 
his old home, to New York, to various points in 
New England, and back again to Montgomery, 
Alabama. October, 1851, found him in Mont- 
gomery 
. . . thin and emaciated and exceedingly irritable. At 
last I was compelled to go to my bed. I thought that 
I should die. While lying in bed I wrote out the 
history of my operations for vesicovaginal fistula 
for the press, and sent the article to Dr. Isaac Hays, 
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the editor of The American Journal of the Medical 
Sciences. It was published in the January number 
of that journal (1852) as my last free-will offering to 
the medical profession before I should quit this 
world. 


Sims improved, however, and returned to New 
York early in 1852. His illness dragged along, 
although he noticed that his condition was some- 
what relieved by residence in New York City, and 
in May, 1853, he decided to make New York his 
home for the remaining months of his life. 

He was unsuccessful in obtaining a hospital 
position in New York City and received a cold 
though courteous reception from Drs. Valentine 
Mott, Alexander H. Stevens, and others, who had 
read his article and for whom he successfully 
demonstrated his method of repair of vesico- 
vaginal fistula.! To his great credit, it should be 
recalled that Dr. John W. Francis (1789-1861) 
became and remained a real friend. Sims’ pro- 
posal to found a hospital for women met with but 
indifferent response on the part of the medical 
leaders. In 1854, however, through the influence 
of a casual friend, a newspaper reporter, Henri L. 
Stuart, who had heard Sims’ story and who had 
absorbed his enthusiasm, a call was issued for a 
public meeting to be addressed by Sims on the 
importance of organizing a woman’s hospital. 
Practically all of the New York papers of May 17, 
1854, carried the following announcement which 
was inserted through the influence of Stuart who 
managed the whole affair: 

Lecture on the Necessity of Organizing a Great 
Hospital in this City for the Diseases Peculiar to 
Females.—The undersigned will deliver a lecture on 
this subject at the Stuyvesant Institute, No. 659 
Broadway, on Thursday evening, the 18th inst., at 
8 o’clock. The medical profession and the public are 
respectfully invited to attend. J. Marion Sims, 
M.D., 77 Madison avenue. 


10f one of the New York surgical leaders, Sims says: “ Dr. B— was 
exceedingly anxious to see me perform some of my operations with the 
silver suture, and so invited me to go and help operate on a Mrs. C—, 
who had a lacerated perineum, and whom he had operated upon un- 
successfully two or three times. I gladly went with him, loaned him my 
instruments, and showed him how to perform the operation. . . . / 
week or two after this Dr. B— came to me to borrow my instruments to 
operate on a case of vesico-vaginal fistula in the New York Hospital. I 
loaned him the instruments, and would gladly have gone with him to 
assist him in — operation, but he did not invite me. I felt very much 
hurt by it. .” “The Story of My Life,” p. 268. 
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Stuyvesant Hall was well filled. Sims’ plea 
could not be ignored, and as a result a committee 
on ways and means was appointed, made up of 
Drs. J. W. Francis, Valentine Mott, Alexander H. 
Stevens, Horace Green, J. Marion Sims, Mr. 
Peter Cooper, and Hon. Erastus C. Benedict. 
Largely as the result of the interest of influential 
New York women who actively supported Sims’ 
project, the hospital was formally opened? in a 
rented building’ June 2, 1855, and was subse- 
quently chartered by the legislature of 1857-58 as 
the Woman’s Hospital of the State of New York. 

With the opening of the Woman’s Hospital, 
Sims’ position as a leader in world gynecology was 
definitely established. In 1861, on a visit to~ 
Europe for the purpose of studying hospital con- 
struction, he was hailed with acclaim by English 
and Continental surgical leaders, performing his 
operations in famous clinics and receiving many 
official decorations of distinction. His subsequent 
foreign travel and residence did much to advance 
the science of gynecology in many European cen- 
ters. The Woman’s Hospital of the State of New 
York, as from the beginning, continued its mis- 
sion of healing and education—training many of 
the leaders in American gynecology. 

Prior to Sims, favorable results in operations 
for the repair of vesicovaginal fistula were inci- 
dental rather than the result of a logical and 
rational method of procedure. Sims’ great con- 
tribution may be stated in his own words: 


I conceive that I may claim originality: rst. For 
the discovery of a method by which the vagina can 
be thoroughly explored, and the operation easily 
performed. 

2d. For the introduction of a new suture appa- 
ratus, which lics imbedded in the tissues for an in- 
definite period without danger of cutting its way 
out, as do silk ligatures. 

3d. For the invention of a self-retaining catheter, 
which can be worn with the greatest comfort by the 
patient during the whole process of treatment.° 


*The address was delivered by Dr. John W. Francis. 
883 Madison avenue. 
‘Thomas A. Emmett (1828-1919) received the first appointment as 
assistant-surgeon, 
5American Journal of the Medical Sciences, 1852, xxiii. 
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HERE are two aspects of surgery of the 

liver, the clinical and the experimental. The 

clinical aspect has to do with the treatment 
of injuries or diseases of the organ in the human 
being; the experimental, with the development of 
methods for surgical treatment and for partial or 
complete removal of the organ from animals for 
the study of hepatic physiology and pathology. 
In this paper these two phases of the subject will 
be considered first and then the methods for re- 
moving the liver, together with a brief review of 
the effects of its partial and total removal. 


SURGICAL ANATOMY 


The liver of man occupies a portion of each of 
the right and left hypochondria and the epigastric 
region. A portion of the left lobe, as it extends 
across the epigastrium, lies in direct contact with 
the anterior abdominal wall. It is therefore more 
accessible than the right lobe, which is over- 
lapped by the ribs and roofed in by the diaphragm. 
For surgical purposes, Treves (29) assumes that 
the liver in the right hypochondrium is made up 
of three zones: the upper or pulmonary, the mid- 
dle or pleural, and the lower or diaphragmatic. 
The lower zone, which in the median axillary 
line extends from the ninth rib to the lower costal 
margin, is the only area that can be explored 
without encountering the pleural reflection. A 
puncture in the upper zone, the lower limits of 
which are the sixth rib in the nipple line and the 
eighth rib at the median axillary line, would 
penetrate the lung. 

The liver is divided into five lobes: the right, 
the left, the quadrate, the caudate, and the 
spigelian. The peritoneal covering of these lobes, 
except the spigelian, is continuous with the great 
peritoneal sac. The spigelian lobe is in contact 
with the lesser sac of the peritoneum, and be- 
tween the attachments of the two sacs there is 


an area entirely devoid of peritoneum, where 
the liver is fused to the diaphragm. The only 
other portions of the liver uncovered by peri- 
toneum are the transverse fissure and the fossa 
of the gall bladder. 

The liver receives its blood from the hepatic 
artery and the portal vein. After the blood circu- 
lates through the liver it is returned to the infe- 
rior vena cava by the hepatic veins. The artery 
arises from the coeliac axis, and the blood which 
has already passed through the capillaries of the 
stomach, intestines, pancreas, spleen, and gall 
bladder is brought to the liver by the portal vein. 
The nerves arise from the pneumogastric and 
coeliac plexus. 


GENERAL CONSIDERATIONS 


Although complete removal of the liver is not 
compatible with the life of man, it has been 
definitely demonstrated by many experiments on 
animals and by clinical observation that three- 
fourths of the liver can be removed without 
causing death from lack of hepatic tissue. This is 
of importance to the surgeon in cases of hepatic 
tumor and severely mutilating injuries. 

The liver may be approached through either 
the abdominal or the thoracic cavity, depending 
on the nature and site of the injury or the lesion. 
The two most general routes of transperitoneal 
approach are by an oblique subcostal incision 
parallel with, and just below, the right costal 
arch, with its center over the indicated site, and 
by a vertical incision in the right rectus or the 
right linea semilunaris. The former affords a 
better approach to the subhepatic space and 
particularly to the base of the liver, and gives a 
better chance of preserving some of the abdominal 
nerves, which would seem desirable. The latter 
affords the best access to the gall bladder and 
ducts, together with good exposure of the liver. 
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This incision may be extended toward the back 
or median line, an angular flap being thereby 
formed and excellent exposure obtained. The 
best transpleural approach is over the right 
eighth rib in the median lateral region. 

The anatomical and physiological peculiarities 
of the liver, the type of diseases affecting it, and 
the manner of development of hepatic diseases 
necessarily limit the application of surgery to 
this organ. Operations on the liver have been 
limited mainly to the drainage of abscesses, the 
treatment of wounds, the removal of tumors, 
and attempts to establish collateral circulation 
in the presence of cirrhosis. The chief special 
problems in surgery of the liver are related to 
hemorrhage, suture of the friable tissue, and the 
prevention of trauma to the tissue. 

Both in the repair of injuries and the removal 
of tumors, the greatest problem is the control of 
hemorrhage. This is the fundamental procedure 
in all operations on the liver. Innumerable meth- 
ods have been devised to bring about hemostasis, 
but for the most part they have proved to be of 
little practical value. Thermic methods such as 
the use of the Paquelin cautery, hot air, steam, 
and hot water promote necrosis and for this 
reason have been discarded by most surgeons. 
Théle (18) reports deaths from pulmonary emboli 
following the experimental and clinical use of 
hot air and steam. Little can be expected from 
preventive haemostasis, but ordinarily it is 
advisable to make as much use of such methods 
as possible at the beginning of an operation. 
Digital compression of parts of the liver by an 
assistant or temporary compression of the aorta 
or of the hepaticoduodenal ligament has been 
successfully employed in many instances. The 
best method of permanent control is probably 
the ligation of individual blood vessels within the 
liver, followed by suture of the tissue. Tamponade 
is usually a measure of last resort. 

There are many methods of suturing the liver, 
but all of them are more or less complicated and 
none can be employed in practice without special 
preparation. The method which is generally 
applicable and used by most surgeons in most 
cases must be one that can be executed simply. 
It is important that the continuity of the organ 


be established by simple suture with complete - 


control of hemorrhage. The method devised by 
Frank, which consists essentially in the making of 
a V-shaped incision, fulfills these requirements and 
assures easy apposition of the incised surfaces 
with minimal tension on the sutures. 

Gauze packs in conjunction with sutures, as 
used by Kousnetzoff and Pensky, are practicable 
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when preliminary arrest of hemorrhage is im- 
possible. The surrounding of the field of incision 
by a special form of interlocking suture, as prac- 
ticed by Kousnetzoff and Pensky and by Auvray, 
is rarely necessary as a substitute for the less 
complicated procedures. This applies also to the 
use of magnesium, whale-bone, ebony, and other 
foreign-body plates for supporting sutures. Mag- 
nesium causes adhesions. 

Rather heavy absorbable sutures, usually plain 
catgut, are preferred. All fine ligatures tend to 
cut through the friable hepatic tissue. Blunt, 
pliable curved needles of either the Reverdin 
or the Kousnetzoff type are desirable, as ordinary 
surgical needles have a tendency to cut small 
vessels. Sutures should be inserted deeply several 
centimeters from the edge of the wound, and one 
or more mattress sutures may be used to re-inforce 
the line of simple sutures. The superficial running 
suture of the capsule is not essential. 

Hepatic tissue is easily traumatized and, as 
will be shown, such trauma may be disastrous. 
There are many ways in which the liver may be 
traumatized during operation; chief of these is 
injury of the blood supply to an area or injury 
by compression with packs. 


ABSCESS OF THE LIVER 


Abscess of the liver is treated by evacuation 
and free drainage. Exploratory puncture involves 
some risk. If pus is encountered, there is danger 
of its spread among adjacent structures. Puncture 
should not be resorted to unless operative pro- 
cedures can be carried out promptly if pus is 
found. Neither should a puncture be made in 
the pulmonary or pleural zone, since it may injure 
the lung or cause spread of the infection to the 
pleural cavity. The site of puncture is generally 
determined by physical signs; the roentgenogram 
as a supplement to the ordinary clinical signs may 
prove a valuable guide. 

Immediate exposure of the liver through one 
of the routes described, depending on the sup- 
posed site of the abscess, appears to be the method 
of choice. The present trend is to complete the 
operation at one time, with precautions simi- 
lar to those observed in dealing with an abdom- 
inal abscess around the appendix. In addition to 
thorough packing, the edges of the incised abscess 
may be stitched to the abdominal wall. In this 
connection, Bickham (2) emphasizes the impor- 
tance of retraction upward and away from the 
abdominal wall after the liver has been returned 
to its natural position. Thorough drainage should 
be instituted and maintained until suppuration 
ceases. Irrigation of the abscess through the 
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drainage tube is of questionable value and may 
be harmful. Suture of the liver to the parietal 
peritoneum. or plugging of the wound with gauze 
to promote the formation of adhesions prelimi- 
nary to incision or puncture are procedures now 
seldom employed. 


TREATMENT OF WOUNDS OF THE LIVER 


Since there are no dependable characteristic 
diagnostic signs of injury to the liver, prompt 
abdominal exploration is indicated when such 
injury is suspected. The organ is extremely vas- 
cular and friable; it is easily injured and the result- 
ing hemorrhage is rapidly fatal. In 543 reported 
cases of rupture of the liver more than half of the 
patients died from hemorrhage within twenty- 
four hours of the accident (21). Da Costa (4) 
stated that at least 80 per cent will die if not 
operated on. 

For the immediate preliminary control of 
hemorrhage Théle (28) suggests compression of 
the aorta or the hepaticoduodenal ligament by 
hand. In animals and in man, he was successful, 
in the application of both of these methods for 
periods of half an hour or more. He advised the 
use of tampons to pack the rent in the liver only in 
cases in which the injury is accompanied by severe 
shock, in cases in which the liver is particularly 
friable, and in cases of deeply penetrating wounds, 
particularly those in which infection is feared. 
Ordinarily tampons are not desirable as they 
prevent immediate closure of the abdominal 
wounds. 

Ligation of individual vessels, as in all cases 
of hemorrhage, is the best method. This should 
always be followed, if possible, by approximation 
of the edges of the wound with sutures. It is 
advisable to remove areas of crushed tissue, 
particularly crushed marginal tissue, by clean- 
cut incisions. Such wounds may then be treated 
as are wounds after the removal of a tumor from 
the liver. Simple suturing is ordinarily preferred 
to suturing by re-inforced artificial devices. 


OPERATIONS FOR CIRRHOSIS OF THE LIVER 


The purpose in operating for cirrhosis of the 
liver is to establish collateral circulation between 
the portal and systemic venous systems. The 
Talma-Drummond-Morison procedure and the 
Mayo modification of the extraperitoneal omen- 
topexy of Schiassi have been successful. Drum- 
mond and Morison (6) advised against opera- 
tion when cirrhosis is complicated by cardiac or 
renal disease. It is sometimes necessary to repeat 
the operation before benefit is obtained. Because 
of the grave danger of infection, drainage during 


the establishment of the anastomosis is not an 
entirely safe procedure, but repeated aspiration 
during this period is often necessary. 

Other more direct methods devised for the relief 
of obstruction to the portal circulation are: (1) 
direct anastomosis between the portal vein and 
vena cava (Eck fistula); (2) direct anastomosis 
between the omental and the deep epigastric 
veins; (3) direct anastomosis between the omental 
and saphenous veins; and (4) the implantation of 
omentum into the body of the right kidney. Thus 
far, none of these methods has proved to be of 
much clinical value. 


PARTIAL HEPATECTOMY FOR TUMOR OF THE 
LIVER 


In 1890, Ponfick’s experiments (25) on animals 
gave a decided impetus to surgery of the liver. 
Ponfick demonstrated that the removal of as 
much as three-fourths of the liver is followed by 
restoration of the organ. The successful clinical 
reports of Deetz and Neumann (5) Keen (12), and 
others showed that large portions of the liver of 
man can also be removed without producing ill 
effects. 

In a series of 148 cases of excised tumor re- 
viewed by Théle (28) the mortality rate was only 
16.8 per cent. In another series, reviewed by 
Keen (12), the rate was 14 per cent. Most of the 
fatalities were from hemorrhage, a significant 
detail since the mortality incident to hepatic in- 
jury is likewise dependent almost wholly on the 
arrest of haemorrhage. 

The tumors of the liver most frequently oper- 
ated on are: simple cysts, angiomata, adenomata, 
and primary carcinomata. These tumors occur 
only rarely. If they are solitary, they may be 
removed satisfactorily. Secondary carcinomata 
are the most common; they are, of course, sel- 
dom if ever operated on. Primary carcinoma 
and sarcoma are usually not diagnosed until they 
reach a stage at which surgery is of little avail. 
Occasionally it has been possible to excise one or 
more lobes containing the growth. 


EXPERIMENTAL REMOVAL OF THE LIVER 


The main problem in experimental surgery of 
the liver is to remove the whole organ or the 
desired amount without causing a disturbance of 
its physiological activities; such a disturbance 
might complicate the subsequent course of events. 
Observations concerning the effect of complete 
or partial loss of an organ are of little value unless 
the effect can reasonably be attributed directly or 
indirectly to lack of function of the organ. In 
much of the experimental work dealing with 











1 FF 2) SO eee 


te 


or 
In 
th 











MANN AND GRAHAM: SURGERY OF THE LIVER 179 


removal of the liver, the effect of the complicating 
factors greatly overshadows the effect of the loss 
of the organ. 

Two problems associated with the removal of 
the liver in many species of animals are not 
encountered in the removal of other organs: the 
maintenance of the circulation from the viscera 
and the maintenance of the circulation from the 
lower extremities. The blood draining the vis- 
cera flows through the liver. Obstruction to 
this flow is quickly followed by death. The liver 
encircles the vena cava so closely that in complete 
hepatectomy it is usually necessary to occlude 
the vena cava. Most species of animals do not 
normally have a sufficient collateral circulation 
from the lower extremities to survive the sudden 
occlusion of the vena cava at the point where it is 
encircled by the liver. In such species, the liver 
cannot be removed unless some provision is 
made either to maintain the portal circulation 
without its passing through the liver or to elimi- 
nate the abdominal viscera. It is also impossible 
to remove all of the liver without injuring the 
vena cava at the site where the hepatic veins 
empty into it. To remove all of the liver success- 
fully some provision must be made for main- 
tenance of the venous return from the portions 
of the body caudad to the liver. 

The first experiments dealing with operations 
on the liver were performed on some of the lower 
vertebrates (14, 22), since in operations on these 
species the two problems mentioned do not arise. 
There being a venous connection between the 
portal system and the general venous system, 
blood can return from the viscera to the heart 
without passing through the liver and the organ 
can be removed without causing death from portal 
obstruction. Furthermore, the anatomical rela- 
tion is such that the venous return from the lower 
extremities is not completely destroyed by removal 
of the liver. In animals such as the frog, turtle, 
goose, and duck, removal of the liver is a fairly 
simple procedure. In many instances, however, 
the natural anastomosis between the portal and 
systemic venous systems is not sufficient to accom- 
modate all of the blood in the portal vein without 
causing increased portal back-pressure. Further- 
more, it is often exceedingly difficult to remove 
all of the liver, and a small amount of tissue is 
frequently left in the body. 

The first experiments on removal of the liver 
in the higher species consisted in ligating all 
of the blood vessels, the abdominal aorta, the 
portal vein, and the inferior vena cava below 
the diaphragm (3, 27). Since in these experi- 
ments only the head and thorax maintained 


adequate circulation, they were later called 
experiments on “head and thorax preparations.” 
It is obvious that this method of removing the 
liver is not satisfactory. The main objections are: 
(1) the necessity for constant anesthesia, (2) the 
removal of other organs besides the liver, (3) the 
small amount of body under observation, and 
(4) the alteration in blood volume and _ blood 
pressure. 

A more common and better method of remov- 
ing the liver is the formation of an Eck fistula 
with ligation of the hepatic artery at the same 
time or later (11). This is termed the “physiolog- 
ical removal of the liver” because function is de- 
stroyed by shutting off the blood supply, but the 
organ remains in the peritoneal cavity. The main 
objections to the method are that : (1) the hepatic 
tissue without blood quickly undergoes autolysis 
and becomes toxic; (2) the hepatic veins still 
drain into the venous system and normal and 
autolyzed hepatic constituents can pass into the 
blood stream; and (3) a small amount of arterial 
blood still reaches the liver through the branches 
from the diaphragm. 

Another method of removing the liver consists 
in removing all of the viscera drained by the por- 
tal circulation as well as the liver (23). This has 
been termed the “evisceration method.” The 
objections to it are that other important organs 
besides the liver are removed, the venous return 
from the lower extremities is greatly impaired, 
and unavoidable changes occur in the blood 
volume and blood pressure. 

The most satisfactory method consists in the 
formation of an Eck fistula with later removal of 
the organ, lobe by lobe (24). This permits a 
return of the portal blood, but if all of the liver 
is removed, the venous return of the lower extrem- 
ities is unavoidably and seriously injured. 

Another method of removing the liver which 
overcomes the most important difficulties attend- 
ing the operation is as follows (15): A reverse Eck 
fistula is formed, that is, an anastomosis is made 
between the portal vein and vena cava, and the 
latter is securely ligated between the artificial 
stoma and the entrance of the hepatic vein. This 
permits the blood from the lower extremities to 
pass through the liver, but since the new course 


- affords considerable resistance to the blood, col- 


lateral channels are established. After the estab- 
lishment of collateral circulation the portal vein 
is also ligated between the fistula and the liver. 
The two main difficulties are then overcome and 
none of the blood from the viscera or lower extrem- 
ities passes through the liver. At a final operation 
the entire organ can be removed. The chief 
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objections to this method are that three operations 
are necessary and that frequently there is not 
enough venous collateral circulation. 

Several modifications have been made of the 
methods of removing the liver by removing all of 
the organs drained by the portal vein. The first 
of these was ligation of the vena cava between 
the renal and hepatic veins (16, 26). After 
sufficient time for collateral circulation to develop, 
all of the intra-abdominal organs were removed. 
The objectionable feature of this method is that a 
large number of animals will not survive the 
sudden occlusion of the vena cava. This has been 
overcome by one of two procedures: the forma- 
tion of a reverse Eck fistula with partial ligation 
of the vena cava (17) or primary radical removal 
of the kidneys with complete occlusion of the 
vena cava providing, as is normally the case, 
there is sufficient lateral circulation. 

The most recently developed method for remov- 
ing the liver consists in occluding, in a preliminary 
operation, about four-fifths of the lumen of the 
vena cava and portal vein (19) and, at a second 
operation, removing the liver completely. The 
advantages of this method are that the operative 
procedures are fairly simple and the liver can be 
removed in species of animals in which a reverse 
ck fistula cannot be established either because 
the animal is too small or because the portal vein 
and vena cava are inaccessible. The drawbacks 
in the application of the method are that: 

1. It is difficult to estimate the proper degree 
of occlusion of the portal vein. If there is too 
much occlusion death occurs, and if there is not 
enough, adequate collateral circulation will not 
develop. 

2. It cannot be ascertained until the final 
operation for removing the liver whether sufficient 
collateral circulation has developed. 

3. Often so much of the collateral circulation 
develops at the site of the final operation that 
the loss of too much blood is unavoidable. 

This brief review of the methods thus far 
described for removing the liver experimentally 
shows readily that all have some objectionable 
features. However, the methods in which col- 
lateral circulation is forced to develop so that the 
entire liver may be removed have given the best 
results so far as the establishment of facts regard- 
ing hepatic physiology is concerned. 

-artial removal of the liver may be easily 
accomplished in some species of animals and 
practically impossible in other species. The differ- 
ence is in the degree of separation of the various 
lobes. In species in which the lobes are readily 
separated, the pedicle may be doubly clamped 


and the lobe removed and then doubly ligated 
with appropriate ligatures. 


DISCUSSION 


Even though all of the methods have objec- 
tionable features, much has been learned concern- 
ing the functions and great physiological signifi- 
cance of the liver. While it is not as yet advis- 
able to evaluate these results in detail in relation 
to surgery, it is quite possible that they will 
become of great importance, particularly in the 
estimation of the surgical risk, and in the choice 
of pre-operative and postoperative treatment. 
The facts learned from our own studies on the 
removal of the liver from animals may possibly 
be applied in the surgical treatment of diseases of 
the liver in man. 

The first significant observation made on the 
animal in which the liver was totally removed in 
a manner to permit quick recovery from the 
anesthesia and operation was that a characteris- 
tic group of symptoms developed which preceded 
death. By carefully determining the various 
constituents of the blood at various periods after 
removal of the liver it was discovered that the 
symptoms were exactly paralleled by a decrease 
in the sugar in the blood. The now well-known 
hypoglycemic condition was then established. It 
was therefore demonstrated that a certain mini- 
mum of sugar in the blood is necessary for life, 
and when the blood sugar decreases to a certain 
level, characteristic symptoms develop which 
progress to death if treatment is not instituted. 
However, it was next discovered that if glucose 
was administered to an animal in which the con- 
dition of hypoglycemia had developed, there was 
immediate restoration to normal. Furthermore, 
if proper amounts of glucose were administered, 
the hypoglycemic group of symptoms did not 
develop but the animal appeared normal for a 
much longer period than if glucose had not been 
given; it then died after the development of an- 
other group of symptoms entirely different from 
those associated with the low blood sugar but 
fully as characteristic. These two observations, 
the recovery of the animal from the operation 
and anesthesia for removal of the liver and its 
maintenance in an apparently normal condition 
for many hours by the injection of appropriate 
amounts of glucose, made it possible to study 
the effect of total removal of the liver under 
certain conditions and for a sufficient period to 
determine facts of value in regard to its func- 
tions. The important facts are, briefly, as follows: 

1. The liver is necessary to maintain the nor- 
mal blood sugar. 
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2. The liver is necessary to produce the in- 
crease in blood sugar associated with loss of the 
pancreas, asphyxia, anesthesia, the injection of 
epinephrine, etc. 

3. The liver is not necessary for the hypo- 
glycemic action of insulin, but is essential for the 
recovery from hypoglycemia resulting from the 
administration of insulin if glucose is not admin- 
istered. 

4. Muscle glycogen can be made without the 
aid of the liver, but glycogen of the muscle is not 
of importance in maintaining the sugar content of 
the}blood. 

5. The liver is not necessary for the forma- 
tion of bile pigment, although a small amount of 
this substance is formed in the liver, probably 
by the stellate cells. 

6. Deaminization does not occur in the ab- 
sence of the liver. 

7. Urea is not formed in the absence of the 
liver. 

8. Destruction of uric acid in the dog is depen- 
dent on the liver. 

g. The specific dynamic action of glucose is 
enhanced in animals from which the liver has 
been removed. 

10. The specific dynamic action of amino 
acids disappears in dehepatized animals. 

It is not in the scope of this paper to discuss 
these facts, but it may be of value to suggest 
some of the possible important functions the liver 
may play in relation to its surgical treatment. 
The liver plays a predominant part in the regula- 
tion of the sugar content of the blood, a fact 
which seems to indicate that a diet composed 
mainly of an easily assimilated carbohydrate 
would be of value in cases of liver injury. It has 
been known for years that a carbohydrate diet is 
a protection against chloroform poisoning. — It 
was noted several years ago that a diet of milk 
and syrup was the most satisfactory for animals 
on which the effect of experimental obstruction 
was being studied. An animal with obstructive 
jaundice can be maintained in a fairly good 
condition and for a much longer time on milk and 
syrup than on any other diet we have tried. The 
fact that the liver is called on during anesthesia 
and operation to increase the sugar in the blood 
suggests that in the preparation of certain surgical 
patients it might he of value to provide an easily 
assimilated carbohydrate which the liver can 
utilize to fill itself with glycogen. The impor- 
tance of the liver in protein metabolism seems 
lo indicate that hepatic activity must necessarily 
be increased when this foodstuff predominates in 
the diet. As a corollary it might be suggested 


that a reduction of the protein intake would be 
of benefit to the surgical patient with an injured 
liver. The fact that bile pigment is made outside 
the liver necessarily changes the concept that 
jaundice is due to an accumulation of pigment 
formed in the hepatic cell and later forced out into 
the blood, lymph, and tissues. 

One other fact of possible surgical significance 
should be noted. Early in our experimental work 
we obs rved differences in the behavior of 
dehepatized animals and the observations made 
by other investigators on animals in which only 
the physiological function of the liver had been 
destroyed, that is, an Eck fistula had been 
formed and the hepatic artery ligated, the liver 
being thus excluded from the circulation but 
permitted to remain in the peritoneal cavity. 
These observations led to a series of experiments 
in which the effect of hepatic tissue left free in 
the abdominal cavity without a blood supply 
was studied. The routine of the experiment con- 
sisted in removing small pieces of the liver, cut- 
ting them into smaller pieces, and placing them 
free in the peritoneal cavity. Mason and David- 
son (20) have made extensive experimental inves- 
tigations of this same problem. Surprising results 
were obtained in our experiments. It was found 
that if 0.5 gm. of macerated liver for each kilo- 
gram of body weight was left free in the perito- 
neal cavity, death usually occurred within from 
twenty-four to thirty hours. The animal usually 
appeared normal for several hours after the op- 
eration, but symptoms then suddenly developed 
and death followed quickly. The main symp- 
toms were vomiting, a decrease in the body 
temperature, weakness, and collapse. It was 
obvious from these experiments that autolyzed 
hepatic tissue is toxic and that, when the liver is 
removed physiologically, reactions other than 
those due to a lack of hepatic function take place. 

The results of these experiments might suggest 
that some of the severe reactions following opera- 
tion on the biliary tract may be due to trauma to 
a small portion of the liver or injury of the blood 
supply to an area of the liver with subsequent 
autolysis of the involved tissue. 

As previously stated, partial removal of the 
liver surgically is easily accomplished in species, 


‘such as the dog, in which the lobes of the organ 


are separate and the pedicle of the lobe can be 
clamped, cut, and ligated. Partial removal of 
the liver is always followed by prompt restora- 
tion of the remaining liver to normal size; the 
increase in size is general and not in the nature of 
restoration of the lost lobe. The rate of restora- 
tion of size to normal is truly remarkable. A 
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complete review of the subject has been made by 
Fishback (7). A few hours after the liver has 
been partially removed the remaining portion 
becomes pale and increases in weight. In a few 
days the edges are rounded and a definite increase 
in size is observed. In a few weeks the liver has 
returned approximately to its pre-operative size. 

If the liver has been injured, the restoration is 
decreased. For instance, if the portal blood has 
been diverted by an Eck fistula for a few weeks 
previously, little or no restoration of the remain- 
ing portion occurs. This observation has formed 
the basis for one of the most important methods 
of permanently decreasing hepatic tissue (18). 
It has been found also that the restoration does 
not occur, or occurs only to a slight extent, if the 
common duct is occluded at the same time that 
the liver is partially removed (9). The restoration 
is decreased also in cases in which cirrhosis has 
been produced by carbon tetrachloride (10). It 
is suggested that the restoration of the liver in 
the human being will not be as satisfactory if 
pathological conditions are present. 
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Beekman, F.: Head Injuries in Children. Ann. 
Surg., 1928, Ixxxvii, 355. 

The author reports a study of 331 cases of injury 
to the head in children under thirteen years of age 
admitted to the Children’s Surgical Service of Belle- 
vue Hospital, New York, during the years 1921 to 
1926, inclusive. This series included 117 cases in 
which the skull was not fractured. 

If the patient passed through a period of uncon- 
sciousness, followed shortly by a reaction stage in 
which vomiting occurred, and if no clinical or X-ray 
evidence of a fractured skull could be found a diag- 
nosis of intracranial injury without fracture of the 
skull was made. In the cases in which a diagnosis of 
fracture of the skull was made, definite clinical or 
roentgenographic evidence of fracture was present. 

Children, as a rule, tolerate severe cranial injuries 
better than adults. In the series reported by the 
author there were thirty-eight deaths. Meningitis, 
which caused seven of the deaths, follows fracture of 
the anterior fossa more frequently than fracture of 
any part of the skull. Symptoms of meningeal irri- 
tation without actual meningeal infection are often 
seen. 

Twenty-eight children died in the first forty-eight 
hours. Three died within five days, death being due 
to cedema of the brain. In patients who recover, the 
symptoms resulting from brain injury clear up rap- 
idly after the first forty-eight hours. In the cases 
which are fatal death usually occurs during the first 
two days. 

Injury to the brain is more commonly found ac- 
companying fracture of the base than fracture of the 
vault of the skull. This is especially true of fractures 
of the middle fossa. The fact that the dura mater in 
children is not strongly attached to the bases of the 
vault and that the vessels of the dura lie in com- 
paratively shallow grooves on the inner surface of 
the skull explains why lacerations of the dura and 
brain do not occur more frequently in fractures of 
the vault. In the author’s series of cases there was no 
instance of extradural haemorrhage from the men- 
ingeal arteries. 

Fractures of the vault may often be overlooked as 
there are frequently few, if any, symptoms. Hama- 
tomata of the scalp may overlie the fracture line. 
The extent of a fracture of the vault does not in- 
dicate the severity of the cerebral injury. Fractures 
of the base of the skull in children may be overlooked 
because of lack of clinical symptoms, as was shown 
by X-ray plates in eight cases. 
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There were twenty-seven cases of depressed frac- 
ture of the skull. A simple depressed fracture of the 
skull is not in itself an indication for operative inter- 
ference. None of the thirteen patients with simple 
depressions was operated upon, but all of the four- 
teen cases of compound fracture were operated upon, 
with the exception of one case in which the wound 
was infected. 

Compound depressed fractures are more serious 
than simple depressed fractures not only because of 
the subsequent danger of infection, but because 
lacerations of the dura and brain frequently occur. 
In operations for compound depressed fracture, bone 
fragments should be replaced, if possible, so as not to 
leave a deficiency in the skull. In this series there 
were four deaths in patients with signs of marked 
laceration of the brain substance. 

Operative procedures undertaken without definite 
indication are strongly condemned by the author. 
Conservative treatment gives the best results in 
head injuries in children. 

The end-results in this series were analyzed from 
the records of 234 patients who reported later. In 
approximately two-thirds of these children the skull 
had been fractured. The others had sustained intra- 
cranial injuries without fracture of the skull. About 
33 per cent of the children in the first group gave 
definite complaints of sequela, while only 7 per cent 
of those in the second group gave such complaints. 
Thus, about 23 per cent of the children suffering 
from head injuries had some type of sequela, al- 
though rarely of a permanent type. 

The symptoms complained of were more often sub- 
jective or emotional than objective. Headache was 
the commonest complaint. Reports were also made 
of attacks of vertigo and of changes in behavior and 
character following serious injury to the brain. Two 
of the children who showed behavior and character 
changes were finally committed to public institu- 
tions. 

In less than 5 per cent of the children the symp- 
toms were due to permanent injuries, chiefly of the 
cranial nerves. With the exception of the children 
with permanent injuries most of the children re- 
ported that the sequele disappeared within a year. 


Tn certain cases the sequela persisted for from one 


and one-half to two years. 

Fractures of the vault had a lower morbidity than 
those of the base of the skull, especially those of the 
middle fossa. As a rule the severity of the sequelae 
was in direct relation to the severity of the intra- 
cranial damage sustained. 

J. Epwin Kirkpatrick, M.D. 


183 








184 


Keith, H. M.: Injection of the Parotid Gland with 
Iodized Oil. J. Am. M. Ass., 1928, xc, 1270. 


Keith injects from 0.5 to 1.5 c.cm. of iodized oil 
into the parotid gland by means of a 1o-c.cm. syringe 
with a needle having a rounded point. When this 
method is used, the iodized oil penetrates into the 
finer ducts of the gland under moderate pressure 
with the thumb. When the gland is secreting nor- 
mally, the oil is removed within twenty-four hours. 
By means of such an injection the anatomical rela- 
tions of the gland can be demonstrated in a roent- 
genogram and abnormalities in the size and shape of 
the ducts can be readily recognized. 

Joun J. MAtoney, M.D. 


EYE 


Duke-Elder, W. S.: The Factors Controlling the 
Intra-Ocular Pressure. Proc. Roy. Soc. Med., 
Lond., 1928, xxi, 817. 

Duke-Elder says that it has been demonstrated so 
conclusively under experimental conditions that 
intra-ocular pressure and blood pressure exhibit 
parallel variations that Treacher Collins and Mayou 
maintain that proof of a controlling mechanism 
other than the vasomotor mechanism is impossible. 

In this regard there is one fundamental question to 
be answered: Is the aqueous humor a secretion and 
is the ciliary epithelium a secreting gland? 

Although there are two divergent views as to the 
origin of the aqueous humor it seems to be generally 
accepted that the mechanism of the formation of this 
fluid has no determining influence on the pressure 
variations of the eye. ‘The author believes that the 
intra-ocular fluids are not secretions but dialysates 
of the capillary blood. The aqueous is formed from 
the blood by a simple mechanical process of dialyza- 
tion through the capillary walls and is practically 
colloid-free, depending upon the degree of perme- 
ability of the capillary walls. The biological reason 
for the extreme impermeability of the capillary walls 
under normal circumstances seems to be to keep the 
fluids free from large sized particles so that an 
optically homogeneous medium is maintained. 

The aqueous appears to be in complete chemical, 
osmotic, hydrostatic, and electrostatic equilibrium 
with the capillary blood. The secretion is an clabora- 
tion of a substance produced by specialized secretory 
cells, but there is no evidence that any work is done 
in the eye and no evidence of secretory activity. 

In the first place there is a continuous metabolic 
interchange through the capillary walls because the 
hydrostatic and osmotic pressures are continually 
fluctuating. Second, there is a thermal circulation 
caused by the variation of temperature of from 3 to 5 
degrees C. which induces a continuous flow of con- 
vection currents in the anterior chamber. Further- 
more, there is a through-and-through pressure cir- 
culation. 

The author found that under normal circumstances 
the venous pressure was higher than the intra-ocular 
pressure, but that when the latter was raised it 
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rapidly exceeded the former. As the canal of 
Schlemm has no direct continuity with the venous 
exits it seems to follow that when the chamber 
pressure rises continuously it exceeds the pressure 
in the canal and results in the out-flow of aqueous. 
Such increases in pressure are continually provided 
by movements of the ocular muscles. 

The intra-ocular pressure is maintained normally 
at the equilibrium level between the hydrostatic 
pressure in the capillaries on the one hand and 
differences between the osmotic pressure of the 
capillary plasma and the aqueous humor on the 
other. The intra-ocular pressure may be altered by a 
change in the equilibrium level or by varying the 
volume pressure. The latter is effective because of 
the small degree of distention possible in the 
sclerotic coat. 

The blood pressure in the capillaries is determined 
by the general arterial pressure, by the venous 
pressure, and by the local state of the capillary cir- 
culation and is ultimately responsible for the pressure 
in the eye. Recent work has shown that the capillary 
pressure is largely an independent factor controlled 
partially by a special capillarimotor nervous mecha- 
nism and partially by complex physicochemical in- 
fluences, some locally determined and some hormonal 
and psychical. When the capillary pressure dis- 
sociates itself from the general pressure the intra- 
ocular pressure follows the variations in the former 
rather than in the latter. The difference between 
the osmotic pressure of the aqueous and capillary 
plasma is determined by the difference in their 
colloid content. Since the capillary walls are freely 
permeable to crystalloids, these rapidly distribute 
themselves in equivalent proportions on either side, 
but lasting changes will follow if the relative pro- 
portion of colloids is altered. This influence in thus 
raising the equilibrium level by increasing the colloid 
content of the aqueous is probably enhanced by the 
difficulty which the colloid-laden fluid will experience 
in finding the exit in any attempt to establish a 
pressure circulation. 

Since the external coat of the eye has very little 
extensibility, alterations of the volume of any of its 
contents—the blood, the aqueous, the vitreous, and 
the lens—will have a profound effect on the pressure. 

When isotonic solutions are injected into the blood 
stream the intra-ocular pressure merely changes with 
the variation in the blood pressure. When hyper- 
tonic solutions are injected, however, the intra-ocular 
pressure falls after a preliminary variation with the 
blood pressure. Injection of hypotonic solutions 
causes a rise in the intra-ocular pressure. These 
changes which are independent of the blood pressure 
are complicated by the complex physicochemical 
changes in the vitreous. It is almost certain that 
the soft eye found in patients in diabetic coma is 
associated with a state of hypertonicity. Whether 
the opposite effect of hypotonicity has any bearing 
on the etiology of some cases of glaucoma is more 
doubtful, but the blood of glaucomatous patients is 
usually deficient in salts and is slightly hypotonic. 
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The changes which occur in the volume of the 
vitreous depend largely upon changes in the turbidity 
pressure due to response of the colloid system to 
alterations in the concentration of the hydrogen ions 
and salts bathing it. The general appearance of a 
glaucomatous eye suggests very strongly that these 
changes may have a determining influence in many 
of these cases. 

An increase in size of the lens has always been 
associated with pathological increases of intra-ocular 
tension, but it must be remembered that its colloid 
system is subject to the same physicochemical laws 
as the vitreous and that it is similarly susceptible to 
turgescent changes. 

Under normal conditions these changes in the 
volume pressure are to a large extent compensated 
for by the expulsion of some of the aqueous through 
the ‘‘safety-valve mechanism” of the canal of 
Schlemm, the lens and vitreous partially filling up 
the anterior chamber. If the swelling is great the 
anterior chamber may be abolished and an acute rise 
of tension may occur. In such cases the tension is 
permanently raised. If the exit channels are rendered 
so inefficient that they cannot deal with the increase 
or with a normal pressure circulation a rise in pres- 
sure will be evident at a much earlier stage, aqueous 
will be pushed out, and the uveal blood-channels will 
be compressed. Finally, the feeding arteries will pile 
up pressure in order to maintain circulation at a 
higher level until their limit of effective pressure is 
overcome. In such cases the eye will be strangulated. 

Leste L. McCoy, M.D. 


Waite, J. H.: Essential Progressive Atrophy of the 
Iris. Am. J. Ophth., 1928, xi, 3 s. 187. 


The author reports a case of essential progressive 
atrophy of the iris which followed the clinical course 
as outlined by de Schweinitz. 

The patient was first seen in 1923 when the pupil 
was found to be eccentric and the iris was beginning 
to show atrophy. An attack of acute glaucoma was 
relieved by a Lagrange operation. Normal tension 
continued and there was no change in the visual field 
or in the vision. VirciL Wescott, M.D. 


Meller, J.: The Significance of the Ciliary Epithe- 
lium in the Absorption of Vitreous Hamor- 
rhages. Arch. Ophth., 1928, \vii, 134. 

Meller reviews the theories of Fuchs and Lauber 
regarding the absorption and disappearance of vitre- 
ous hemorrhages. Fuchs believes that a solution of 
the extravasated blood leaves by way of the usual 
excretory channels, while Lauber is of the opinion 
that, since dissolved hamoglobin is found diffused in 
the vitreous and since the blood corpuscles undergo 
other changes, clinical experience teaches that 
vitreous hamorrhages, even when copious, will be- 
come absorbed in time especially in young and other- 
wise healthy eyes. In cases of repeated hamorrhages 
in the presence of chronic inflammation the power of 
absorption is lost and organization of the effusion 
takes place, 
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Meller shows that the non-pigmented cells of the 
epithelium of the flat part of the ciliary body are 
able to absorb, digest, and carry away decomposed 
masses of blood. In two eyes which were sectioned 
the non-pigmented cells were found to be permeated 
with a yellowish-red substance apparentlycontaining 
broken-down erythrocytes. Derangement of the 
function of absorption probably accounts for the 
condition of so-called ‘vitreous glaucoma.” 

VirciL Wescort, M.D. 


Meyer, S. J.: Detachment of the Zonula Lamella. 
Arch. Ophth., 1928, \vii, 121. 


Meyer says that until 1922, when Elschnig re- 
ported three cases of detachment of the zonula 
lamella throughout the entire anterior capsule, most 
observers believed that the zonula lamella occupied 
only the equatorial portion of the lens. 

In 1926 Elschnig reported a case occurring in a 
blacksmith—the first case ever reported in a person 
whose occupation was not that of glass blower. 

Detachment of the zonula lamella has also been 
noted in subluxation of the lens, but Elschnig says 
that it is more frequently seen in persons exposed to 
intense heat over a period of years “in such a way 
that at first without any change of integrity of the 
lens, a change of elasticity, then rupture, and finally 
detachment of the zonula lamella take place.” 

Vircit Wescorr, M.D. 


White, L. E.: The Location of the Focus in Optic 
Nerve Disturbances from Infection. Ann. Otol., 
Rhinol. & Laryngol., 1928, xxxvii, 128. 

White says that early writers and even many of 
the writers of today have directed their attention 
almost exclusively to the adjacent sinuses in an 
attempt to locate the focus of infection causing optic 
neuritis. Whenever a patient with neuritis presents 
himself to an expert diagnostician there are certain 
lines of investigation that are almost universally 
followed. According to most investigators, among 
whom Rosenau occupies a conspicuous place, the 
teeth have most frequently been found to harbor the 
infecting focus. ‘Tonsils are second in importance, 
while the sinuses are a poor third, possibly not even 
holding that position. The appendix, prostate, 
fallopian tubes, gall bladder, etc., also must be con- 
sidered. A primary focus may have produced so 
many secondary foci that its elimination does not 
cure the neuritis. At present it is believed that the 
infection usually travels by way of the blood stream. 

Gradle in 1915 was one of the first to revolt against 
the prevailing theory that optic lesions of the in- 
flammatory type result from the close relationship 


“between the sinuses and the optic nerve. He believed 


that the anatomical relations of the sphenoid and 
ethmoid cells to the optic canal are immaterial when 
optic-nerve involvement in accessory sinus disease is 
considered. 

White says that systemic infection and intoxica- 
tion from a primary focus is usually hematogenous. 
The bacteria may be compared with emboli loosened 
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from the place of origin and carried by the blood to 
the smallest blood vessels. The evolution of the 
anatomical lesions and the clinical phenomena 
aroused thereby are dependent on the type and 
virulence of the bacteria, the character of the tissue, 
and function of the organ involved. The specific 
tissue reaction consists of a local inflammation with 
endothelial proliferation of the lining of the blood 
vessel either with or without thrombosis, blocking of 
the blood vessels, haemorrhage into the immediate 
tissue, and positive chemotaxis with resulting multi- 
plication of the leucocytes and plasma cells in the 
infected area or fibrinoplastic exudate with local 
connective-tissue overgrowth. 

Practically all types of neuritis, no matter whether 
they are of the ophthalmic, trifacial, auditory, or 
ulnar nerves, arise from some focus of infection. 
Except in malignant disease of the sphenoid the 
author has never seen a case in which there was 
thought to be direct extension from the sinuses to 
the optic nerve and he believes that the infection is 
always hematogenous. The sinuses have been con- 
sidered only as one of several possible foci and then 
only as a minor possibility. White makes no efforts 
to find in them some mysterious infection that does 
not show on a radiographic plate. If transillumina- 
tion and radiographs of the nasal cavities are nega- 
tive he immediately looks elsewhere for a focus. 

Apical abscesses are only one of several factors in 
dental infection. The author emphasizes the fact 
that dental films do not tell the whole story and th + 
only the specialist in dental pathology is compet 
in diagnosing diseases of the teeth. 

Dental foci of infection are among the most acti 
agents that endanger bodily well being. Some au- 
thors go so far as to advocate the removal of all 
devitalized teeth while others try to differentiate 
between healthy and diseased teeth. White says, 
“Were I confronted with the solution of such a 
problem in a patient with serious optic-nerve dis- 
turbance in whom, after thorough investigation, 
nothing but devitalized teeth had been found, I 
would unhesitatingly advocate their removal.’’ He 
is also of the opinion that pulpless teeth should be 
viewed with considerable concern. 

When the teeth, after a thorough investigation, 
have been pronounced negative, the tonsils should 
be considered. It is not always possible before opera- 
tion to determine whether or not the tonsils harbor 
infection. Special attention should be given to any 
enlargement of the glands below the angle of the 
jaw and to congestion and swelling about the soft 
palate and pillars, which usually indicate the pres- 
ence of infection. If all other findings are negative, 
suspicious tonsils should be removed. 

Of all of the sinuses the antrum is the commonest 
seat of infection. It may show only a thickening of 
the lining, but if this thickening is marked it is a 
definite indication of pathology even if no secretion 
is noted. Any sinus that shows evidence of definite 
infection should be drained and ventilated. In the 
author’s experience ethmoid infection has been rare, 


The author says that if “‘we concede that optic 
neuritis may arise from hematogenous infection, it 
logically follows that it may arise from any condition 
in the body that is capable of furnishing bacteria or 
their toxins to the blood stream.” 

It is practically always possible to determine the 
source of an infection and the focus should be elimi- 
nated unless the patient is in a weakened condition. 
If he is convalescing from influenza or has had some 
other debilitating disease, operative treatment may 
endanger his life. In such cases the intestinal tract 
should be kept healthy and the patient’s general 
health built up so that he can combat the infection. 
Retrobulbar neuritis frequently develops in patients 
with low resistance. 

The author gives a résumé of thirty cases of optic 
nerve disturbance due to infection. 

Leste L. McCoy, M.D. 


EAR 


Yates, A. L.: Methods of Estimating Certain Al- 
terations in the Middle Ear by Means of 
Quantitative Tests of Hearing. Proc. Roy. Soc. 
Med., Lond., 1928, xxi, 868. 


The author is of the opinion that in any discussion 
of derangement of the hearing it is necessary to 
describe the degree of deafness more or less exactly. 

There are two main factors in the power of hear- 
ing. The first is the ability to hear simple tones 
which need no interpretation, such as, the sounds of 

ho t ining fork or noises in the street. The second is 

he ability to interpret the sound of speech. The 
latter is a power higher in the stage of evolution than 
the former and, in the main, is peculiar to man. 

When the mechanism of the ear becomes deranged, 
it is not surprising that the power of interpreting 
sounds may be reduced more than the power of 
hearing simple tones. James C. BRrasweELL, M.D. 


Mackenzie, G. W.: A Fibroma Arising from the 
Jugular Bulb and Invading the Middle Ear and 
the External Auditory Canal. Laryngoscope, 
1928, xxxviii, 232. 

A young girl complained of ringing in the right 
ear with impairment of hearing. The ear drum was 
found intact, but dull and waxy looking. About 
fourteen months later a red swelling not unlike a 
polyp was seen deep in the canal. The hearing to 
air conduction was moderately impaired to all tones. 
X-ray examination of the mastoid revealed a low- 
grade chronic process of the sclerosing type. About 
three years later a slightly bloody discharge occurred 
in the canal, and shortly thereafter a piece of tissue 
was removed for biopsy. During this procedure a 
fairly profuse hemorrhage occurred. 

Later, a radical operation was performed to re- 
move the growth in the middle ear and external 
auditory canal. The most striking findings in the 
mastoid cells were hemosiderotic staining of the 
mucous membrane lining the cells, absence of pus, 
and a normal condition of the bone. A cyst-like 
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growth was found completely filling the osseous 
canal and lying on the deeper jugular bulb. Follow- 
ing the operation there was some improvement in 
the hearing. 

Microscopic examination of sections of the growth 
showed it to be a connective tissue tumor with 
intact epithelial covering. It was almost entirely 
cellular. The cells were fairly uniform in size and 
showed no mitosis. Vessels were numerous and 
dilated. The general appearance was that of a 
benign tumor. Grorce R. McAuttrr, M.D. 


Quittner, S. S.: Otological Nystagmus. Ohio State 
M.J., 1928, xxiv, 278. 

Baumoel, S.: The Neurology of Nystagmus. Ohio 
State M. J., 1928, xxiv, 283. 


QUITTNER discusses the more practical phases of 
otological nystagmus and its relationship to the per- 
ipheral organ. Asaresult of adequate irritation of the 
labyrinth the end nerve filaments receive stimuli 
through the fine hair which bends to the slightest 
motion of the endolymph. Certain definite physio- 
logical reactions, such as nystagmus, are obtained, 
depending upon which canal is irritated the most. 
A nystagmus due to the vestibular apparatus is a 
distinct entity and must be distinguished from a non- 
labyrinthine type, which is characterized by an oscil- 
latory or undulating nystagmus. Einstelling’s nys- 
tagmus is also non-labyrinthine. 

There are three degrees of labyrinthine nystagmus 
which may be caused by disturbance in the periphera! 
organ of the vestibular nerve, by disturbance of ¢ 
central organ or ramifications, or by disturbance « 
the eighth nerve, or which may be induced by experi- 
mental methods. A spontancous labyrinthine nys- 
tagmus is diagnosed by means of the following signs: 
(1) dizziness which is always in a systematic direc- 
tion, (2) a parallel association of the eyes, (3) some 
abnormal type of nystagmus, and (4) inversion of a 
spontaneous nystagmus, which indicates that it is a 
nystagmus of a non-labyrinthine nature. 

The induced labyrinthine tests are described and 
discussed in detail together with some practical con- 
siderations. When a labyrinth has been destroyed, 
compensation or adjustment may occur and may be 
studied by means of the turning test. 

Nystagmus in representative types of labyrinthitis 
and in non-suppurative disease is also considered. 

BAUMOEL outlines the neurological aspect of nys- 
tagmus. He says that vestibular nystagmus is a re- 
flex movement of the eyeballs caused by stimulation 
of the vestibular apparatus. This reflex consists of 
an afferent path, a reflex center, and an efferent path. 
The afferent path is the vestibular nerve which ends 


in three distinct nuclei. One of these is Deiters’ © 


nucleus, which is regarded as the nystagmus center 
and which contains a separate center for each of the 
three forms of nystagmus. The fibers of the oculo- 
motor nerve represent the efferent path in the nys- 
tagmus reflex arc. 

The author discusses the mechanism of this vestib- 
ulo-ocular reflex and also of the vestibular nystagmus. 
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He says that the normal function of the vestibulo- 
ocular reflex is to assure and regulate the tonic inner- 
vation of the conjugate eye muscles and that any 
disturbance in the vestibular apparatus causes an 
upset of this equilibrium and produces a nystagmus. 
The only structures capable of producing vestibular 
nystagmus are the labyrinth, the vestibular nerve, 
its nuclei in the medulla, the arcuate fibers and the 
posterior longitudinal bundle. Nystagmus may also 
be produced by a lesion which gives rise to an in- 
creased intracranial pressure or a diaschisis. 

For practical purposes a labyrinthine nystagmus 
of great amplitude and long duration and not accom- 
panied by dizziness is a central and not a peripheral 
labyrinthine nystagmus. The direction of falling in 
labyrinthine affections is dependent on the position 
of the head, but this is not so in the central affection. 

Vertical nystagmus almost invariably points to 
the posterior fossa as the seat of trouble. While the 
combined horizontal-rotatory nystagmus is charac- 
teristic of affections of the labyrinth, it is caused 
also by affections of the central vestibular system. 

The responsible lesion can be determined by func- 
tional tests of the labyrinth and by continual obser- 
vation of the nystagmus. In the differentiation be- 
tween cerebellar and cerebral abscess nystagmus is 
an extremely valuable factor, as it is rare in the latter 
type. Diseases of the central nervous system not 
causing an increase in intracranial pressure will not 
affect experimental nystagmus if the reflex arc is in- 

act. Increased intracranial pressure usually pro- 
ices a hyperirritable labyrinth. A total loss of 
cbyrinthine irritability is the result of a total de- 
vtruction of the vestibular nuclei, of both posterior 
longitudinal bundles or of all the nuclei of the eye 
muscle nerves. W. M. Paton, M.D. 


McKenzie, D.: Posterior (Mastoid) Drainage in 
Acute Suppuration of the Middle Ear. J. 
Laryngol. & Olol., 1928, xliii, 255. 

The author calls attention to the possibility of 
preventing chronic suppuration of the middle ear by 
timely drainage of the affected area through the 
tympanic antrum. After the antrum has been 
opened, granulations are removed and argyrol is 
injected from behind. The effect of the operation 
is usually immediate, no further discharge appear- 
ing at the meatus. In none of the author’s cases has 
there been a persistent mastoid fistula. 

GeorcE R. McAuttrr, M.D. 


Fraser, J. S., and Nelson, S. H.: Deaf-Mutism with 
a Bilateral Lesion of the Auditory Sensory 
Areas. J. Laryngol. & Otol., 1928, xliii, 245. 


In the vast majority of cases of deaf-mutism, the 
lesion is in the ear itself. The authors report a case 
in which there were changes in the cortical hearing 
area. The patient was a child three years of age who 
was operated upon for mastoiditis on the right side 
and about a year later for mastoiditis on the left side 
and succumbed after the second operation from 
purulent meningitis. 
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Sections of each cortex of the transverse gyrus of 
Heschl showed ghost cells which represented the 
remains of the nerve cells. In the auditory psychic 
area, the normal topography could be easily seen. 
Broca’s area showed no abnormality. 

In the authors’ opinion, the pathological condi- 
tion in this case was due to a developmental defect, 
the toxins of the acute meningitis, or a previous 
chronic inflammation such as that produced by 
syphilis. Grorce R. McAutirr, M.D. 


NOSE AND SINUSES 


Anderson, H., and MacDougal, C.: The Use of 
Iodized Oil in the Diagnosis of Nasal Sinus 
Disease. Arch. Ololaryngol., 1928, vii, 340. 


For the diagnosis of disease of the maxillary sinus, 
the authors introduce from 3 to 5 c. cm. of iodized oil 
into the sinus withasyringe after preliminary lavage 
with sterile water. The examination is then made 
by means of the fluoroscope and film. Partial 
filling of the sinus is advantageous during the 
examination under the fluoroscope because it per- 
mits separate flooding of the various angles and 
surfaces by manipulation of the head. 
fs When the mucous membrane is uniformly swollen, 
as in acute sinusitis, the oil collects in a small 
pyramidal mass in the center of the sinus with a 
narrow extension reaching medially and upward 
toward the ostium. This mass is stationary when 
the head is moved. 

In chronic disease, several different appearances 
may be exhibited, depending upon the nature of the 
pathological changes in the membrane. ‘The thick- 
ness of the mucoperiosteum is determined by com- 
paring the bony margin with the oil margin. Polypi 
or abscesses within the mucous membrane are shown 
by filling defects. 

When roentgenograms are to be made, sufficient 
oil must be introduced to cover the anterior wall 
when the face is down. 

The article contains diagrams illustrating the 
action of the oil in a partially filled sinus and 
roentgenograms showing various filling defects. 

W. M. Parton, M.D. 


Davis, E. D. D., Ridout, C. A. S., Young, R. A., 
Bennett, T. I., and others: The Influence of 
Naso-Oral Sepsis on the Lungs and Gastro- 
Intestinal Tract. Proc. Roy. Soc. Med., Lond., 
1928, Xxi, 953. 

Pickworth, F. A.: A Case of Diplococcal Infection 
of the Sphenoid Sinus with Associated Hzmor- 
rhages in the Stomach. Proc. Roy. Soc. Med., 
Lond., 1928, xxi, 972. 

Davis believes that the influence of nasal sepsis 
on the lungs and gastro-intestinal tract is of sufficient 
importance to call for a closer co6peration between 
the physician and the laryngologist. 

Nasal sepsis can influence the lungs or lower 
respiratory tract: (1) by direct extension or by 
infection through the blood or lymph stream, (2) by 
aggravating a lesion of the lungs, or (3) by being a 





part of a general infection. Davis has not observed 
any special connection between nasal sepsis and 
intestinal trouble. 

Rrpout has frequently noted a close relation- 
ship between nasal and oral sepsis and _ gastro- 
intestinal disorder and a clearing up of the latter 
condition after the source of infection has been 
eliminated. 

YounG emphasizes the intimate association of 
respiratory conditions and nasal sepsis. 

BENNETT believes that intestinal diseases can 
easily be aggravated by the swallowing of bacteria 
and pus. Focal sepsis is another factor that may 
account for the increasing number of gastric and 
duodenal ulcers. 

TURNER believes that great benefit results from 
the elimination of naso-oral sepsis and that the 
abandonment of ultraconservatism in dentistry is an 
important step toward this end. 

BuLLED emphasizes the difficulty of proving the 
connection between the bacteriological findings and 
the disease and reiterates the importance of the 
proper correlation of findings. 

PICKWORTH Cites a case of diplococcal infection of 
the sphenoid sinus with associated haemorrhages in 
the stomach. Macroscopically the bony walls of the 
sinus were thick and the membranes hypertrophied. 
The gastric mucosa showed many haemorrhagic 
areas. Microscopically the sinus membrane showed 
considerable thickening along with cellular exudate 
and patches of cocci. In the submucous vessels of 
the gastric mucosa were found cocci so similar to 
those in the sinus membrane that it was definitely 
concluded that the sinus disease was the focus of 
infection. Grorce R. McAutirr, M.D. 


Verge, C. A.: The Surgical Approach to the Eth- 
moid. J. Laryngol. & Otol., 1928, xliii, 266. 

The author describes a new approach to the 
ethmoid which gives a clear binocular view of the 
diseased parts and affords the most efficient drainage 
possible. An incision 34 in. in length is made in the 
sulcus between the eyeball and the frontal ridge, to 
a point just above the inner canthus. This incision 
eventually exposes the floor of the frontal sinus, the 
lamina papyracea, the nasal process of the frontal 
bone, the lachrymal bone, and the frontal process of 
the maxilla. The floor of the frontal sinus is removed 
with part of the lachrymal bone and part of the 
frontal process of the maxilla. Infection of the 
frontal sinus is then dealt with. In the next step, 
the frontonasal duct is enlarged and a wide opening 
is made into the nose by cutting through the anterior 
ethmoid cells. By standing almost at the head of the 
table, the surgeon is able to obtain a good view for 
removal of the middle turbinal and posterior ethmoid 
cells. A rubber drainage tube is placed in the en- 
larged frontonasal duct and brought out at the 
anterior nares. 

The average period of hospitalization is about 
nine days. Ultimately, the scar becomes practically 
invisible. 
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Verge has used the described technique in 
twenty-six cases without any fatalities and recom- 
mends the procedure for a more extensive trial in 
chronic cases of ethmoid suppuration. 


Grorce R. McAuiirer, M.D. 


MOUTH 


Davis. W. B.: Harelip and Cleft Palate. 
1928, Ixxxvii, 536. 


Ann. Surg., 


This article is based on a study of 425 cases of 
harelip and cleft palate, about half of which were 
treated on DaCosta’s service. The deformities 
represented were as follows: 





Per 
Cases cent 
Unilateral harelip, left ‘ sas Stan 4 8 
ee harelip, right os gin indians 21 1.04 
Vilateral harelip......... ‘ ee . 13 3.05 
Melian harelip P ae . : 2 0.47 
Unilateral harelip and cleft palate, left. 132 31.05 
Unilateral harelip and cleft palate, right... : . 20 Ov 
Unilateral harelip and bilateral cleft palate... 8 1.88 
Pilateral harelip and unilateral cleft palate , 6 1.41 
Kilateral harelip and bilateral cleft palate... 55 12.04 
Unilateral cleft palate extending into hard palate with- 
out lin deformity. ... 9 2.11 
Bilateral cleft palate extending into hard anaes without 
lip deformity : , &s5 20 
Cleft palate involving soft palate only 34 8 


Fifty-six per cent of the patients were males and 
6 per cent were Hebrews. Sixty-three per cent were 
under seven months of age. There was only one 
negro. 

A positive family history was obtained in 57 per 
cent of the cases. In 18 instances the: absence of 
lateral incisor teeth in one generation was followed 
by a cleft lip or palate in the next generation. Other 
congenital defects were found in 27 cases. 

In 9 cases of double cleft palate the palatal proc- 
esses were so small that operation was not done. 
Operation was performed in 393 cases. The mor- 
tality was 2 per cent. 

Harelip deformities should be corrected between 
the tenth day and third month of life. In the 
author’s cases, the incisions are outlined by the 
Thompson method. In single cleft lip and palate, 
the alveolus and lip should be repaired at the same 
time and before the fourth month. The alveolus is 
repaired by fracturing the outer plate of the pre- 
maxilla with a chisel, forcing it into occlusion with 
the other half, and fixing it in place with a wire 
suture. When the cleft is narrow and when the infant 
is very young, this procedure may not be necessary. 

In cases of bilateral cleft palate, an approximately 
normal position of the premaxilla may be obtained 
by excising a V-shaped section from the septum, to 
allow postero-inferior rotation, or by splitting the- 
vomer anteroposteriorly to allow bulging on both 
sides when the premaxilla is pushed back. 

Cleft palate is best corrected between the ninth 
and twentieth months of life. Clefts extending at 
least one-half through the hard palate should be 
operated upon in two stages from five to eight days 
apart. As a rule, Davis has brought the rudi- 
mentary horizontal processes of the maxilla and 
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palate bones over with the soft tissues, using bone 
from the side not attached to the nasal septum in 
unilateral cases and from both sides in bilateral 
cases. The flaps are approximated and held in the 
midline by means of gauze tape placed around them 
and iodoform gauze packs introduced into the lateral 
incisions. At the second operation, wire sutures are 
placed anteriorly, the edges are trimmed, and closure 
is completed, silk being used posteriorly. Tapes 
are then re-applied. 

The tapes and sutures are removed at intervals 
up to fifteen days. In cases in which the bone is 
lost and union does not occur, secondary repair 
is more difficult, but when the described technique i is 
employed the bone is very seldom lost. It is best to 
complete all stages of the operation before the child 
is two years old. 

Fight illustrative cases are reported. 

James B. Brown, M.D. 


Harmer, W. D.: Diathermy Operations for Cancer 
of the Tongue. Bril. J. Surg., 1928, xv, 661. 

Diathermy is an excellent method of treating 
cancers of the mucous membrane in any part of the 
upper air passages, particularly those that are easily 
accessible, such as carcinoma of the tongue. To 
obtain good results it is most important to take 
strict precautions against sepsis. In every case 
septic teeth should be removed before the operation. 
When the ulcer of the tongue is foul, it should be 
completely coagulated and dried before any attempt 
is made to remove it. 

Except for the treatment of small localized 
growths, general anesthesia is advisable; prefer- 
ably a nitrous-oxide oxygen-chloroform mixture 
should be given. 

Preliminary laryngotomy and _ preliminary liga- 
ture of the lingual or external carotid arteries are 
rarely necessary. Fulguration is suitable for the 
treatment of patches of leukoplakia, and coagula- 
tion for the smaller ulcers which originate cither on 
the tongue or the floor of the mouth. Coagulation 
followed by excision has been abandoned in favor of 
circumvallation. <A fine needle is used to coagulate 
the healthy tissues around the growth, and with the 
same needle and current the ulcer is completely 
coagulated. The affected parts are then excised 
with the diathermy knife and the wound surface is 
seared by fulguration. Josepn K. Narat, M.D. 


PHARYNX 


Thomson, Sir St. C.: Hamorrhage from the 
Throat (Hamoptysis Not of Pulmonary Ori- 
gin). Ann. Olol., Rhinol. & Laryngol., 1928, xxxvii, 
209. 

The laryngologist is not infrequently asked if he 
can find in the throat the source of expectorated 
blood, although as a matter of fact, hamorrhage 
from the throat is rare and is usually only secondary 
to some serious local affection. With few exceptions 
expectorated blood comes from the lungs. 
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The author mentions the various sources of 
hemoptysis and briefly discusses the symptoms. He 
says that effective treatment depends entirely upon 
the discovery of the source of bleeding. 

James C. Braswe tt, M.D. 


Tenney, C. F.: Systemic Manifestations of Vin- 
cent’s Infection. Laryngoscope, 1928, xxxviii, 247. 

Albray, R. A.: Vincent’s Infection of the Mouth. 
Laryngoscope, 1928, xxxviil, 250. 

TENNEY states that in addition to the local in- 
flammation and ulcerative lesions, Vincent’s infec- 
tion may be accompanied by constitutional dis- 
turbances. In cases with constitutional disturb- 
ances the spirochete and fusiform bacillus are apt 
to be associated with streptococci and staphylococci. 
Tenney has observed twenty-three cases with sys- 
temic symptoms such as general malaise, increased 
temperature, and leucocytosis. 

ALBRAY emphasizes the importance of coéperation 
between the physician and dentist in the treatment 
of Vincent’s infection. In his own cases, smears are 
taken from the deeper portions of the lesions and 
the entire mouth is then thoroughly washed with 
a spray of warm water containing tincture of green 
soap in the proportion of % dr. to 4 oz. of water. 
After this cleansing, all inflamed areas are dried and 
then coated with salvarsan powder. From 4 to 6 
decigrams of salvarsan are injected intravenously or 
an intramuscular injection of sulpharsphenamin is 
given. The patient is instructed to apply perborate 
of soda or a 2 per cent solution of copper sulphate 
locally every two to three hours. On the second day, 
salvarsan powder is again used locally, but there- 
after powdered copper sulphate is substituted for 
ten days. As a rule the mouth is then free of Vin- 
cent’s organisms, but if it is not, a second intra- 
venous injection of salvarsan is administered. As 
soon as possible, the mouth is given a scrupulous 
cleansing. Thereafter the patient is examined 
periodically. This treatment has given excellent 
results. Grorce R. McAuuirr, M.D. 


NECK 


Cole, W. H., and Womack, N. A.: The Thyroid 
Gland in Infections. J. Am. M. Ass., 1928, xc, 
1274. 

In a study of the thyroid gland of animals which 
had succumbed to infections it was found that the 
average iodine content of the gland of the infected 
animals was only about half that of the thyroids of 
control animals and was roughly parallel with the 
colloid content of the gland. It was found also that 
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the total amount of thyroid tissue per kilogram of 
body weight was larger in the infected animals. This 
difference was probably due to hyperplasia. 

The histological picture varied. A desquamation 
of the acinose cells into the alveoli with disintegra- 
tion of the protoplasm was a constant observation. 
The cells remaining had become columnar. Papilla- 
tion into the acini was frequently noted. 

Similar changes were observed at autopsy in the 
thyroids of patients who had succumbed to infections. 

The authors conclude that the thyroid gland is an 
active factor in the disease-combating mechanism of 
the body, and suggest that as the iodine content of 
the thyroid is greatly reduced in infections, the ad- 
ministration of iodine might be of value in diseases 
due to infection. IF. S. Mopern, M.D. 


Williamson, G. S., Pearse, I. H., and Cunnington, 
H. M.: The Two Products of Thyroid Activity. 
J. Path. & Bacteriol., 1928, xxxi, 255. 

It has been thought possible that the thyroid 
gland has a dual function corresponding to the dual 
histological states of a colloid-storage phase and a 
secretion phase. This heretofore merely histological 
supposition is now receiving chemical support. It 
has been shown that, under the influence of the 
secretion phase, specific physiological changes are 
brought about, which are not effected by thyroxin, 
and that thyroxin does not exert all of the effects of 
whole gland extracts. 

The authors studied samples from secreting and 
colloid stages of pathological and normal glands 
as to iodine content and as to activity in the tadpole 
test (thyroxin test). Of 200 samples of secreting 
tissue from normal glands, only 12 contained 
iodine, whereas of too samples of colloid tissue 
from normal glands, all contained iodine. Similar 
findings were made in pathological glands. 

When the follicular content and cell mass were 
separated, it was found that iodine was present only 
in the cell mass and not in the secretion in those 
samples of secreting tissue that contained iodine, 
whereas in the colloid tissue it was present in both 
the cell mass and the secretion. In tadpoles, thy- 
roxin checks growth and induces metamorphosis, 
whereas colloid tissue, thyroxin, and commercial 
thyroid extracts check growth but promote meta- 
morphosis. ‘Tadpoles fed on secreting tissue did not 
undergo early metamorphosis. Therefore it seems 
justifiable to conclude that the secretion cannot be 
the mother substance of the colloid, and that the 
difference between the two secretions of the thyroid 
is qualitative rather than quantitative. 

F.S. Mopern, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES - 


Peet, M. M.: Symptoms, Diagnosis, and Treat- 
ment of Acute Cranial and Intracranial In- 
juries. N. York State J. M., 1928, xxviii, 555. 

Following a discussion of the symptoms and diag- 
nosis and the accepted surgical treatment of trau- 
matic injuries of the skull and brain, Peet draws the 
following conclusions: 

1. All compound and all depressed fractures of the 
skull should be operated upon, the former to prevent 
infection of the bone, meninges, and brain, and the 
latter for adequate treatment of lacerations of the 
brain immediately beneath the fracture. 

2. Local pressure manifestations are a definite in- 
dication for operation. The method of choice is 
Cushing’s subtemporal decompression. 

3. Operation should not be performed for increased 
intracranial pressure alone. 

4. Lumbar puncture is a safe and rapid method 
for the temporary reduction of pressure and in cases 
showing pressure symptoms should be performed 
immediately after the patient’s admission to the 
hospital. 

5. The most effective method of reducing in- 
creased intracranial pressure of traumatic origin is 
the intravenous administration of a hypertonic solu- 
tion, preferably saturated Ringer’s solution and 50 
per cent glucose. 

The article closes with a discussion of the postoper- 
ative care of patients with cranial and intracranial 
injuries and a description of modern plastic methods 
for the correction of defects in the skull due to 
trauma. Eric OLpBeRG, M.D. 


Sicard, J. A., and Haguenau, J.: A Critical Study 
of Certain Methods of Localizing Cerebral 
Tumors: Sinusovenous Lipiodol Encephalog- 
raphy (Etude critique de quelques méthodes de 
localisation des tumeurs cérébrales; l’encéphalog- 
raphie lipiodolée sinuso-veineuse). Presse méd., 
Par., 1928, xxxvi, 145. 

The authors describe Dandy’s method of enceph- 
alography which is carried out by the ventricular in- 
sufflation or the intraspinal injection of air. In cases 
in which clinical control is impossible, they have 
found that colored ventricular injections, although 
vague in their results, are of value. 

A comparison is made of ventricular injections of 
ordinary lipiodol containing 0.54 gm. of iodine per 
cubic centimeter and those of lipiodol containing 
only o.11 gm. of iodine per cubic centimeter which is 
of lesser density than the cerebrospinal fluid. The 
latter type of lipiodol is called by the authors “‘as- 
cending lipiodol.” Encephalography is almost im- 
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possible with ordinary lipiodol, but the ascending 
lipiodol gives good tracings of the cavities with the 
patient in different positions. For spinal injections, 
ascending lipiodol is not satisfactory, but a method 
in which the ascending lipiodol is mixed with the 
patient’s cerebrospinal fluid and re-injected seems to 
be promising. 

Moniz’ method of making roentgenograms of the 
cerebral arteries is described. Although it has not 
furnished definite information, its results are sug- 
gestive. The authors were able to make intracarotid 
injections of lipiodol in clinical cases, but the results 
were not favorable. They succeeded in demonstrat- 
ing the cranial sinuses in the roentgenogram. The 
injection of lipiodol into the superior longitudinal 
sinus is easy and not painful or dangerous. This pro- 
cedure may be more valuable in the diagnosis of 
thrombosis of the sinuses than in that of cerebral 
tumors. PAcE. 


Mayer, E. G.: Roentgenographic Examination of 
the Base of the Cranium in the Presence 
of Basal Tumors: Technique and Method of 
Diagnosis. Radiology, 1928, x, 3109. 

In all cases in which the presence of a basal tumor 
is suspected two roentgenograms —one in a frontal 
and one in a sagittal direction —should be taken for 
orientation purposes. If properly made, these 
roentgenograms will permit the recognition of the 
most essential details and will indicate what addi- 
tional exposures will be needed in clearing up sus- 
picious findings. Of the numerous special roentgen- 
ograms cited by the author the following are par- 
ticularly important: (1) the axial view of the mfddle 
fossw after the method of Schueller, (2) exposures of 
the temporal bone after the Stenver’s method, and 
(3) oblique views of the orbit after the method of 
Rhese or its modification according to Goalwin. The. 
technique of making these plates is described briefly. 

Under the heading of special diagnosis the author 
discusses the signs of increased endocranial pressure 
and local changes caused by tumors. Although the 
changes on the convex surface produced by in- 
creased endocranial pressure rarely give definite 
evidence as to the site of the tumor, the superficial 
erosions noted at the base of the cranium often 
furnish valuable information as to location. This, 
however, does not apply to the same extent to the 
sella turcica. Here, increase of internal pressure may 
cause an extensive erosion that will simulate a 
sellar tumor. The only conclusion that can be drawn 
from the pressure erosion of the sella is that the 
tumor has produced a hydrocephalus of the third 
ventricle. The changes produced by increased pres 
sure in the different fossa are described at some 
length. 
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Local changes wrought by tumors, especially 
those occurring in the sella turcica as a result of 
endosellar and parasellar tumors, are also discussed 
in detail. ‘The author says that changes in the body 
of the sphenoidal bone can be demonstrated only 
when the tumor emerges from the bone or from the 
sphenoidal sinus. In the great wings of the sphenoidal 
bone extensive foci of destruction are produced 
almost exclusively by malignant tumors. which, 
after developing first in the middle ear or in the 
nasopharynx and its adjacent tissues, spread to the 
sphenoidal bone. The most frequent changes found 
in the small wings of the sphenoidal bone are those 
due to hyperostoses caused by adjacent tumors. 
With respect to the pyramids it is possible to dis- 
tinguish between those tumors that involve the 
middle ear spaces and effect changes primarily in 
the mastoid portion and those that originate in the 
pyramidal eminence or its vicinity and cause 
erosions there. ‘The author describes the various 
tumors which may involve these parts and_ the 
changes which they produce and outlines the differ- 
ential diagnosis, especially as regards carcinoma, 
sarcoma, tuberculosis, and cholesteatoma. Changes 
in the clivus are particularly difficult to demonstrate. 
Hyperostoses and thinning may occur in the squama 
and frontal bone, but are rarely demonstrated. 

In conclusion the author gives a summary of the 
technique of the examination and the principal 
changes to be observed. He also tabulates the cases 
cited in the article in order to show the value of the 
roentgenological examination. 

Apvotpu Harrunc, M.D. 


Strauss, I., and Globus, J. H.: Intracranial Tumors. 
Clinical and Anatomical Observations on a 
Group of Twelve Cases of Brain Neoplasm. 
Surg. Clin. N. Am., 1928. vili, 321. 

The authors report twelve cases of brain tumor as 
examples of common types of intracranial neoplasms 
seen on an active neurological service. In every case 
the diagnosis was verified by biopsy or autopsy. 

The primary tumors of the brain and its coverings 
included two which belonged to the endothelioma 
group, two which belonged to the group of spongio- 
blastoma multiforme, and one case cach of glioma, 
transitional glioma, spongioblastoma indifferentiale, 
neurofibroma, and pituitary adenoma. The second- 
ary or malignant metatastic tumors were represented 
by two melanoblastomata primary in the skin and 
one neuroblastoma primary in the adrenal. 

The case reports include, in addition to the usual 
history, physical findings, and clinical course, a brief 
discussion of the differential diagnosis and the micro- 
scopic findings. As many of the cases presented a 
confusing picture, the comments regarding the diag- 
nosis are particularly illuminating. 

Of special interest was a case of bilateral acoustic 
nerve neuroma and a pituitary adenoma in which de- 
compression by the transphenoidal route and treat- 
ment with radium were followed by marked improve- 
ment. In one of the two cases of metastatic melano- 





blastoma a toe had been amputated two years pre- 
viously because of a darkened area which proved to 


be a melanocarcinoma. After the amputation the 
patient was free from symptoms for twenty-three 
months. The other metastatic melanoblastoma fol- 
lowed a squamous-cell carcinoma of the cheek. 
GitBert C. ANpEeRsoN, M.D. 


SPINAL CORD AND ITS COVERINGS 


Viets, H. R.: Two New Signs Suggestive of Cauda 
Equina Tumor. New England J. Med., 1928, 
cxeviil, 674. 

Viets reports a case of tumor of the cauda equina 
in which the only symptoms were pain in the back 
and one thigh and stiffness in the erector spina group 
of muscles. The diagnosis was made by the injection 
of lipiodol into the spinal canal and the Queckenstedt 
tests. The thigh pain had ceased two months pre- 
viously, but recurred when the pressure was raised 
above the tumor by withdrawing spinal fluid low in 
the canal and compressing the jugulars. This obser- 
vation led to exact localization of the tumor as the 
pressure forced the neoplasm down in the spinal 
canal, causing it to pull down on the sensory root to 
which it was attached. Eric OLDBERG, M.D. 


Rogers, L.: A Spinal Meningioma Containing 
Bone. Brit. J. Surg., 1928, xv, 675. 

In the case of a sixteen-year-old girl a tumor was 
found on the posterior aspect of the cord at the level 
of the ninth dorsal vertebra. The neoplasm had 
caused flattening of the cord. Its removal was fol- 
lowed by uneventful recovery. 

The specimen consisted of a hard core surrounded 
by fleshy lobulated masses and showed numerous 
psammoma bodies lying in a fibrocellular matrix in 
which there were also large irregular masses of bone. 

Elsberg, in reporting 1oo spinal cord tumors in 
1925, made no mention of the presence of bone in any 
of the 67 intrathecal and extramedullary tumors, and 
Sargent reported that he had seen none. Dandy ob 
served a curious shell-like formation of bone on the 
dorsal aspect of the cord, but believed it to be of the 
nature of a pia arachnoid placque. According to 
Cushing, meningiomata whether originating from 
the cells of the arachnoid villi about spinal nerves or 
in venous sinuses of the cranial dura are essentially 
similar and some of them may become fibrous and 
contain deposits of true bone. 

Gitpert C. ANperRsoN, M.D 


PERIPHERAL NERVES 


Honan, W. F., and Thompson, S. A.: The Surgery 
of Pain. Am. J. Surg., 1928, iv, 532. 


The authors discuss surgery performed merely for 
the relief of pain. They cite a few of their own cases 
in which division of different parts of the sympathetic 
system was done for this purpose with good results. 
Eric O_pperc, M.D. 
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CHEST WALL AND BREAST 


Patey, D. H., and Scarff, R. W.: The Position of 
Histology in the Prognosis of Carcinoma of the 
Breast. Lancel, 1928, ccxiv, Sor. 


The authors studied fifty cases of carcinoma of the 
breast to determine the relationship between the 
histological picture of the tumor removed at opera- 
tion and the subsequent course of the disease. All 
of the cases had been operated upon by the same 
surgeon from three to seven years previously. On 
the basis of tubule formation, indicating a low 
degree of malignancy, and of inequality in the size 
of the nuclei and hyperchromatism, indicating a high 
degree of malignancy, the cases were classified as 
follows: 

Group 1. Slight histological malignancy, sixteen 
cases. Patients alive and well, eleven. Patients dy- 
ing of recurrence, two. Patients dying after the 
operation, one. Patients dying from other causes, 
two. 

Group 2. ,Moderate histological malignancy, 
twelve cases. Patients alive and well, five. Patients 
dying of recurrence, six. Patients dying from other 
causes, one. 

Group 3. Marked histological malignancy, twen- 
ty-two cases. Patients alive and well, five: Patients 
dying of recurrence, seventeen. 

These data indicate that there is some relation- 
ship between the degree of malignancy estimated 
histologically and the subsequent course of the 
disease. 

The authors studied also the value of the his- 
tological examination in the prognosis. They found 
that in cases in which axillary involvement oc- 


‘curred early the histological degree of malignancy 


was of significance as regards the prognosis—that 
early axillary involvement with a low degree of 
malignancy was associated with a better prognosis 
than early axillary involvement with a greater 
histological degree of malignancy. 

MANUEL E. LicutstensteIn, M.D. 


Stanton, E. M.: The Postoperative Prognosis of 
Cancer of the Breast: Report of a Series of 
Cases Studied with Reference to the Rapidity 
of Progress of the Growth Previous to the Time 
of Operation. Arch. Surg., 1928, xvi, 879. 

In the prognosis of carcinoma of the breast the 
time of operation with reference to the stage of the 
disease is of more importance than the time of 
operation with reference to the discovery of the 
tumor in the breast. 

In a study of the end-results obtained in fifty-six 
cases which he treated during a period of twenty 


‘years, the author divides the cases into three groups 
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according to the classification adopted by the 
Departmental Committee on Cancer of the British 
Ministry of Health. 

Group 1 consisted of fifteen cases in which, so far 
as could be ascertained, the growth was entirely 
confined to the breast, the axillary glands not being 
invaded. Six of the patients who died survived more 
than ten years after the operation. One of the six 
died of cancer fifteen years after the operation. Five 
patients are still alive. 

Group 2 was made up of cases in which the axillary 
glands were invaded, but there was no evidence of 
involvement of any other organs or tissues. This 
group is divided into three subdivisions, A, B, and C. 
Subdivision A represented the neoplasms which were 
most malignant, and Subdivision C, those which 
were least malignant. In the sixteen cases of Sub- 
division A, metastasis occurred within four months 
of the time that the tumor was first discovered and 
there were twelve deaths from cancer. In the eleven 
cases in Subdivision B, metastasis occurred in from 
six to twenty-four months of the appearance of the 
tumor and a good result was obtained in four. In 
the seven cases of Subdivision C, metastasis occurred 
in from thirty to sixty months of the time the tumor 
was first noted, and the cases still belonged to Group 
2 from two and a half to five years after the dis- 
covery of the tumor. 

Group 3 was made up of seven cases with involve- 
ment of adjacent or distant organs or tissues, such 
as the pectoral muscles, skin, cervical glands, 
opposite breast, etc. In this group the period of sur- 
vival ranged from fourteen months to sixteen years. 

Without exception, the patients with growths of 
such a degree of malignancy as to place them in 
Group 3 within a short period of time died within a 
few months after the operation, whereas those whose 
lesion would require years to place them in Group 3 
lived several years after the operation. 

The author concludes that, in cases of slowly 
metastasizing tumors, a thorough operation per- 
formed before the occurrence of glandular involve- 
ment gives a very good chance of permanent cure. 

Pau W. Sweet, M.D. 


Portmann, U. V.: Surgery and the X-Ray in the 
Treatment of Carcinoma of the Breast. Radi- 
ology, 1928, xX, 377. 

Some Neglected Points in the 
Pathology of Breast Cancer; and the Treatment 
of Breast Cancer. Radiology, 1928, x, 383. 

Roland, M. M.: A Review of Eighty Cases of Cancer 
of the Breast: Incidence, Location, and Prog- 
nosis. Radiology, 1928, x, 389. 


In a report of the results obtained in the treatment 
of seventy-four cases of malignant diseases of the 
breast which he made three years ago, PORTMANN 
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showed that intensive postoperative radiation by the 
cross-fire method was not beneficial; on the con- 
trary, it increased the incidence of recurrence or 
metastasis. In this article he reports, for com- 
parison, upon aseries of sixty-one cases treated during 
the three-year period from 1925 to 1927, inclusive, 
by postoperative radiation in moderate repeated 
doses and a series of fifty cases in which operation 
was performed and no postoperative radiation was 
given. All of the cases included in the last two series 
belonged to Group 2 of the Steinthal grouping, that 
is, they were cases of distinctly enlarging, movable 
tumors, with or without slight skin involvement and 
with palpable axillary nodes. 

In order to make a comparative study of the rela- 
tive values of surgery and radiation in the treatment 
of cancer of the breast, certain results which have 
been reported in the literature are recorded. The 
average natural duration of life of persons with un- 
treated carcinoma of the breast is about three years, 
whereas statistics in the literature based on thousands 
of cases show that of persons with breast cancer who 
were treated surgically, 38.6 per cent survived for 
three years and 28.8 per cent survived for five years. 
The reported cases include all grades of operable 
malignancy. It is also found from the few available 
reports that the average incidence of recurrence 
during the first year following surgical operation 
alone is 25 per cent. 

According to reports from various sources, which 
are tabulated, the results obtained when radiation 
was added to surgery indicate that in cases in which 
sufficient light radiation was given, the incidence of 
three-year survival increased to 47.1 per cent. In 
cases so treated, first-year recurrences were con- 
siderably increased probably because only the worst 
risks were referred by the surgeon to the radiation 
therapist. 

Portmann has tabulated the results obtained in 
his cases by surgery alone and by postoperative 
roentgen therapy prior to 1924, when intensive 
radiotherapy was used, and since 1924, when mod- 
erate repeated doses were given. In the latter 
group, which forms the basis for this paper, the 
incidence of first-year recurrences or metastases 
was reduced to 18 per cent in irradiated cases as 
compared with 24 per cent in those treated by 
operation only. For the three-year period the 
corresponding figures were 21.3 and 36 per cent 
respectively. In 24 per cent of the cases treated 
by operation alone and in 29.5 per cent of those in 
which postoperative radiation was given, the patient 
survived for from one to four years without evidence 
of recurrence or metastases. The technique used by 
Portmann is described briefly. The following con- 
clusions are drawn: 

1. Intensive roentgen-ray therapy, especially by 
the cross-fire method, is not the preferred procedure 
for the postoperative treatment of carcinoma of 
the breast. 

2. Postoperative roentgen-ray therapy in mod- 
erate repeated dosage decreases the incidence of 


recurrence and metastasis and frequently prolongs 
life. 

QvuIGLEY divides cancers of the breast into three 
groups: (1) carcinoma originating from a papilloma 
growing on the lining of a cyst; (2) carcinoma 
originating in an adenoma; and (3) carcinoma 
originating from duct epithelium. The first two 
develop within capsules and present well-developed 
tumor masses before the capsule is broken down. In 
their early stages they are amenable to surgical 
treatment. The third type may show little or no 
tumor mass by the time metastasis has taken place 
and is probably never cured by surgery alone. 

In the later stages all types of breast cancer are 
practically the same, an invading mass of cells with 
embolic extensions in the neighboring lymph glands 
and lymph vessels, but in the beginning they show 
very great differences. Breast tumors occurring 
before the age of thirty years are usually benign 
cysts or adenomata, and in the majority of cases 
may be treated safely by surgery alone. Breast 
tumors occurring after the age of thirty years may 
be undergoing malignant change or may be com- 
posed entirely of malignant tissue and should be sub- 
jected to pre-operative radiation. 

ROLAND classifies his cases into four groups: (1) 
freely movable tumors of the breast without attach- 
ments or demonstrable metastasis; (2) tumors of 
the breast with attachments and without demon- 
strable metastasis; (3) tumors of the breast with 
definite axillary metastasis; and (4) tumors of the 
breast with metastasis beyond the axilla. In twenty- 
one of his cases the tumor was primary and in many 
of these obviously inoperable. Seven were post- 
plaster tumors; forty-five, postoperative recurrent 
tumors; and seven, non-recurrent tumors. All were 
treated by radiotherapy. Thirty-one (38.75 per 
cent) of the patients were living three years or more 
after the treatment. Of these, twenty-one had a 
tumor belonging to Group 1, and ten, a tumor 
belonging to Group 2. All those with tumors be- 
longing to Groups 3 and 4 were dead before the 
end of three years. Apo.peu Hartune, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Brown, A. L.: The Fate of Iodized Oil (Lipiodol) 
in the Lungs. Surg., Gynec. & Obst., 1928, xlvi, 597. 


Lipiodol in amounts of 2 c. cm. was injected intra- 
tracheally into the lungs of healthy cats. The an- 
imals were killed from one-half hour to twenty-six 
days after the injection, and histological studies of 
the lungs were then made. From the findings the 
following conclusions are drawn: 

1. The presence of oil in healthy alveoli excites a 
mononuclear infiltration of the area involved. 

2. This mononuclear infiltration is of the large 
phagocytic type and apparently of endothelial 
origin. 

3. These phagocytes are the prime agents in the 
removal of the oil from the alveoli and they follow 
the lymphatic system. Direct absorption or diges- 
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tion of the oil, if it occurs at all, is of secondary im- 
portance. 

4. At least up to the fourth week, there is no 
evidence of encapsulation of the oil remaining in the 
alveoli. 

5. The rate of removal of the oil is directly re- 
lated to the number of phagocytes. 

Howarp A. McKnicut, M.D. 


Eggers, C.: The Treatment of Suppuration of the 
Lung. Aun. Surg., 1928, |xxxvii, 485. 

The author has made a study of ros cases of 
suppuration of the lung which were treated at the 
Lenox Hill Hospital, New York. He divides such 
cases into the following groups: 

Group 1. Suppuration limited to, or originating 
in, the bronchial tree, i.e., bronchiectasis. In these 
cases, the etiological factor is the aspiration of a 
foreign body. The inflammation may be unilobar 
or multilobar. It occurs most frequently in the 
lower lobes. Abscess formation within or outside 
of the bronchus may ensue. 

Group 2. Suppuration of the lung parenchyma 
outside of the bronchial tree, i.e., lung abscess. 
Lung abscess occurs most frequently in broncho- 
pneumonia of streptococcal or staphylococcal 
origin and conditions in which pus-producing organ- 
isms are secondary invaders. It may be produced 
also by septic emboli carried to the lungs through 
the pulmonary circulation and by the secondary 
infection of an aseptic infarct. It is probably sel- 
dom due to pure pneumococcus infections. 

Group 3. Massive gangrene of the lung. This 
condition is uncommon. ‘The primary cause is the 
blocking of a blood vessel by an embolus or 
thrombus. 

Acute intrapulmonary suppurations with marked 
sepsis, if untreated or treated only by medical 
measures, run a rapid course and end fatally. In 
milder cases a cure may result following absorption 
or evacuation through the bronchial tree. The author 
reports eight cases of spontaneous cure. In some 
cases, empyema due to a subpleural collection may 
result from perforation into the pleural cavity. The 
perforation may be sudden, but constitutes a favor- 
able sign as surgical drainage of the empyema may 
result in cure. In cases of chronic suppuration re- 
sulting in bronchiectasis or lung abscess, compli- 
cations such as hemorrhage, pyopneumothorax, 
secondary pneumonia, or embolism may develop. 

In the treatment of lung suppuration the patient’s 
general condition should be given attention. Rest 
in bed, a high caloric diet, and treatment of any 
accompanying disease are indicated. In cases in 
which spirochetes are found, salvarsan injections 
have a favorable effect. In cases of bronchiectatic 
abscess, postural drainage, repeated three or four 
times a day, is the method of choice. Bronchoscopy 
is usually done weekly for diagnostic of therapeu- 
tic purposes. Bronchoscopic treatment sometimes 
results in a cure. In certain cases, especially those 
in which there is only a single abscess or involve- 
ment of only one lobe, surgical interference is in- 
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dicated. Inselected cases, extrapleural thoracoplasty, 
phrenicotomy, cautery pneumectomy, or lobectomy 
may be done. Lobectomy, however, has a very high 
mortality. Lung abscess proper, i.e., involvement 
of the lung parenchyma, demands drainage through 
the bronchial tree or by surgical interference. 

Surgical interference should be avoided in the 
sarly septic stages of pulmonary suppuration, but 
after two or three months operation is indicated if 
there is no improvement. The operation may be 
performed in one or several stages, depending upon 
the adhesions present Accuracy in the localiza- 
tion of the abscess should be assured by broncho- 
scopy. X-ray plates, and diagnostic needling. After 
surgical drainage, the course of the condition may 
be rapid or slow. A bronchial fistula may delay 
healing or act as a permanent safety valve. 

Of the 105 cases reviewed by the author, 32 (30 
per cent) were treated surgically. There were 10 
deaths, a mortality of 31 per cent. Some of the 
deaths occurred soon after, and others a long 
time after, the operation. Of the 22 patients who 
recovered after the operation, 17 were cured and 5 
were benefited. Four of the latter had a tem- 
porary or permanent bronchial fistula. Of the 
patients who were not operated upon, 16 died. 
Complicating conditions included brain embolism, 
myocarditis, and carcinoma. Of the remaining 57 
patients, 21 were cured, 11 were benefited, 15 were 
not benefited, and 1o are still under treatment. 

The author states that although non-tuberculous 
intrapulmonary suppuration is compatible with life 
for many years, it is eventually fatal. 

Roperick V. Grace, M.D. 


Iglauer, S.: Aspiration of Blood into the Larynx 
and Trachea During Tonsillectomy under Local 
Anesthesia: a Contribution to the Etiology of 
Lung Abscess. Ann. Olol., Rhinol. & Laryngol., 
1928, xxxvii, 231. 

After reviewing the evidence for both the embolic 
and aspiration theories of the production of lung 
abscess, Iglauer presents his observations on fifty 
adult cases in which tonsillectomy was performed 
under local anesthesia. 

Immediately following operation, laryngoscopy 
and upper tracheoscopy were done with a laryngeal 
mirror. Blood was seen in both the larynx and 
trachea in fourteen cases (28 per cent), in the larynx 
alone in two cases, and in the trachea alone in five 
cases, giving a total of nineteen cases (38 per cent) 
with blood in the trachea. In five patients 5 c. cm. 
of lipiodol were injected into the tonsillar fossa 
immediately after tonsillectomy and the patients 


- were observed under the fluoroscope. In two of the 


patients the lipiodol was found in the bronchus 
while in three patients all of the lipiodol_was found 
in the stomach. 

Iglauer concludes that the majority of post- 
tonsillectomy lung abscesses may be explained by 
the prolonged retention in the bronchi of aspirated 
blood, crypt contents, tonsillar tissue, and buccal 
secretions. Ricuarp F. Hernpon, M.D. 





196 INTERNATIONAL ABSTRACT OF SURGERY 


Hegner, C. F.: Obliterative Operations for Massive 
Empyema. Ayn. Surg., 1928, Ixxxvii, 506. 

The object of all operations for empyema is ob- 
literation of the cavity. This may be accomplished 
by securing re-expansion of the lung by decortication 
or, more certainly and safely, by climinating the 
rigidity of the cavity walls, diminishing the arc or 
curve of the bony parictes, and bringing the relaxed 
parictal and visceral surfaces of the affected pleural 
space into apposition. ‘The obliteration takes place 
by fibrosis beginning in the angle of reflection. 

To appreciate the diflicultics that may interfere 
with successful obliteration it is necessary to know 
not only the factors that may cause empyema but 
also those that prevent closure of the cavity. The 
factors which may interfere with closure are: 

1. In the chest wall: Abscess cellulitis of the skin 
yr soft parts; necrosis of the ribs; a rigid or osseous 
ring at the site of a drainage orifice; rigidity or 
peculiar structure of the bony chest wall; fusion of 
adjacent ribs. 

2. Inthe pleura: A thickened, fibrous, rigid pari- 
etal or visceral pleura; long tortuous, rigid sinuses 
leading to remote foci within the lung or pleural cav- 
itv; irregular, multilocular, encysted, inadequately 
drained intrapleural or interlobar empyema cavi- 
ties; adhesions which withdraw, compress, or bind 
the lung in an abnormal position; thick pus mixed 
with air, blood, fibrin, or sloughs; foreign bodies. 

3. In the lung: A pulmonary abscess or cavity; 
bronchiectatic cavities, especially those with small 
pleural openings or granular tracts; pulmonary or 
bronchial fistule. 

To prevent the pleural surfaces exposed in an 
empyema cavity from becoming covered by a thick, 
plastic exudate which later will organize to form a 
compressing fibrous membrane or thick tethering 
adhesions, thoroughly controlled closed drainage 
must be established as soon as aspirations have be- 
come ineffective or the exudate is frankly purulent. 
Open drainage is to be avoided except in localized 
encysted empyemas in children, in women, and in 
persons with elastic thoracic walls. Diminution of 
the cavity and maximal re-expansion of the lung 
should be favored by the early practice of resistive 
breathing, positive intrapulmonary pressure, or neg- 
ative intrapleural pressure. 

Drainage may be supplemented by irrigation. 
Bland solutions are quite as efficient as antiseptic 
solutions. When properly used, Dakin’s solution, 
though not primarily antiseptic, is of great value. 
It is effective as a cleanser chiefly, if not solely, by 
reason of its proteolytic property which liquefies 
fibrin, plastic lymph, and non-viable tissue. When 
this débris is removed, the viable tissue and body 
fluids may develop sufficient resistance to overcome 
the bacterial growth. ‘The part is then in much bet- 
ter condition for any necessary operation. 

Because of its proteolytic action, Dakin’s solution 
is also a chemical decorticating agent of considerable 
potency. By chemical decortication a surprising 
degree of re-expansion may be obtained. 


In cases with bronchial or pulmonary fistule, irri- 
gation with chlorinated solution is irritating to the 
bronchial mucous membrane and contra-indicated. 
Recently occluded bronchial fistula may be re- 
opened by liquefaction of the occluding plug. 

In rare instances, the mechanical or operative re- 
moval of the contracting fibrous membrane by the 
decortication operation of Fowler and Delorme may 
be of advantage. 

When the purulent exudate cannot be controlled, 
when the condition of the lung and pleura is such 
that re-expansion to fill the chest is no longer possible, 
the chest wall must be contracted to meet the com- 
pressed lung. 

Given a case of empyema that has resisted early 
proper treatment or one that has been neglected, 
the size, shape, and topography of the cavity, the 
intrapulmonary condition, and the trend and char- 
acter of the ribs must be known before an operation 
is undertaken. ‘These factors will determine the site 
of the operation and the number of ribs to be re- 
moved. A meticulous study of roentgenograms of 
different densities will give valuable information as 
to the condition of the lung, pleura, and ribs. Roent- 
genograms taken in the erect, horizontal, and two 
lateral positions after the injection of a fluid contrast 
medium will be of further aid. Small unsuspected 
pulmonary fistulzee may be revealed by the patient’s 
tasting of the injected fluid. A 15 per cent solution 
of sodium iodide is a satisfactory non-irritating ot 
only slightly irritating contrast medium. 

Except in distinctly localized or encysted empy- 
emas, the cavity frequently extends into and up the 
costovertebral groove. Empyema involving the cos- 
tovertebral groove cannot be obliterated by any of 
the usual rib operations. 

In the removal of segments of ribs for direct ap- 
proach to an empyema cavity it should be borne in 
mind that the removal of short segments posterior 
to the angle of the rib secures a much greater degree 
of collapse than the removal of long segments ante- 
rior to the angle. The collapse is as marked on 
massive anterior and lateral, as on posterior, empy- 
emas and those extending into the groove. Posterior 
empyemas can be diminished or obliterated only by 
the removal of posterior rib segments. 

The indirect approach through a straight or slightly 
curved paravertebral incision exposes the angles 
of the ribs. It gives easy access for the removal of 
the segments posterior as well as of any desired 
length anterior to the angle. The deribbing must 
extend well beyond the limits of the cavity. 

The closed operations, of which the Estlander 
procedure is the prototype, remove subperiosteal rib 
segments from the lateral aspect of the chest. Even 
though the segments are long, however, the degree of 
collapse is often inadequate. Quénu mobilized an ex- 
tensive flap of ribs and intercostal muscles of the 
lateral wall through a U-shaped incision, but failed 
to obliterate the cavity. 

The open operations are based on Boekel’s pro- 
cedure. After removing long segments of ribs, Bockel 
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found the parietal pleura so tense, rigid, and thick 
that it prevented obliteration. He therefore made a 
cross incision through the pleura and fashioned flaps 
which he compressed and held in place by large 
sponges. He was the first to suggest the use of flaps 
to secure obliteration. Though he accomplished 
closure, he recognized the necessity for extensive re- 
section going as far back as his L-shaped incision 
permitted. 

Schede and others, by direct attack, remove the 
ribs with the intercostal muscles and nerves which 
form the outer wall of the cavity, performing an un- 
roofing operation. ‘The large fenestra is covered as 
completely as possible by replacement of flaps of the 
skin and superficial muscles. This unroofing of the 
cavity, especially if it is extensive or deep, entails a 
uscless sacrifice of tissue and is undesirable in its im 
mediate and remote effects. The large granulating 
surface is slow to heal, and the discharge of serum 
and pus is debilitating and necessitates prolonged ex- 
pensive dressings. Frequently, difficult plastic oper- 
ations are necessary to close the defect. ‘The com- 
pletely deribbed area does not regenerate bone; it 
remains unprotected. If it is very large and unsup- 
ported, respiration may be embarrassed and_ the 
underlying viscera endangered. 

Bouveret, though he removed the ribs laterally, 
states: ‘Eneysted empyemas are more common in 
the rear. The resistance of the costal arc is more pro- 
nounced in the posterior half than in the anterior 
half.”’ 

Therefore it is logical that a more effective mobi 
lization of the chest wall can be secured by removal 
of segments of the ribs posterior to the angle as close 
to the spine as possible. 

The inherent tendency of the rib is to spring out- 
ward. ‘The outward spring is increased by contrac- 
tion of the auxiliary muscles of respiration which are 
inserted in the anterior and posterior segments. 
When ribs are resected from the middle or lateral 
aspect of the chest wall, their outward spring is 
opposed from within only by whatever adhesions 
may be present. ‘Tension of adhesions from the rib 
stumps to the front and sides pulls the lung farther 
away from the costovertebral groove, where adhe- 
sions are less extensive and the purulent residue is 
greatest. This increases rather than diminishes the 
size and capacity of the groove. 

When a rib is resected in its middle area, the nor 
mal elasticity is expended in the unopposed anterior 
and posterior stumps. These spring outward, lose 
their normal obliquity, and assume a more horizontal 
position. Rigid buttresses consisting of an anterior 
and posterior row of stumps are formed. These but- 
tresses interfere with, rather than facilitate, approxi- 
mation of the chest wall with the retracted lung. 

Boiflin, in 1894, after studying all previous oper 
ations for empyema, performed the first paraverte- 
bral thoracoplasty for the collapse of an empyema 
cavity. Most of his predecessors recognized the im- 
portance of removing the posterior segment. On 
account of anatomical difficulties, fancied or real, no 
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one except Wagner attempted the approach from 
behind. The Boiflin type of operation has been 
popularized by surgeons collapsing the chest wall 
for unilateral pulmonary tuberculosis. 

A long, straight or curved paravertebral incision is 
made about 2's in. from, and parallel with, the 
spinous processes. The spinal muscles are retracted 
backward and the scapula is retracted upward and 
forward. A subperiosteal resection of the necessary 
number and length of ribs is made flush with the 
transverse processes of the corresponding vertebra 
of cach rib. ‘The most acute are of the rib is removed. 
The cavity is not opened. Provision for necessary 
drainage is made in the most dependent angle. 

The advantages of this procedure are that no 
horizontal, rigidly fixed posterior rib stump remains 
to interfere with obliteration. Greater and more 
uniform collapse can be obtained by resecting short 
segments of ribs posterior to the angle than can be 
secured by resecting much longer segments of an 
equal or greater number anterior to the angle. The 
downward and inward sinking of the chest wall is 
more effective than lateral compression. The pliable 
anterior segment is easily compressed and held in- 
ward by suitable dressings until bony regeneration 
takes place. The entire outer wall is retained. The 
ribs regenerate in tile-like obliquity and furnish sup- 
port and protection. The prolonged dressings of 
large granulating surfaces incident to unroofing oper- 
ations are seldom necessary. The incision can be so 
placed that it will not traverse the region of the 
necessary drainage tube. Infection of the wound is 
less probable and, if it occurs, is more easily con- 
trolled. The pleura may be opened as widely as 
desired for any intrapleural procedure that may be 
deemed advisable and resutured with ease. The scar 
and deformity is less conspicuous, obliteration of the 
cavity, lateral, posterior, or costovertebral, is more 
rapid, and postoperative care is less irksome. 

In empyemas of considerable size, those extending 
posteriorly and into the costovertebral groove, and 
especially those complicated by pulmonary fistule, 
the indirect or posterior approach by paravertebral 
thoracoplasty is the operation of choice. 

Joun J. MALonry, M.D. 


(ESOPHAGUS AND MEDIASTINUM 


Mosher, H. P., and McGregor, G. W.: A Study of 
the Lower End of the sophagus. Av. Ofol., 
Rhinol. & Larynegol., 1928, xxxvii, 12. 

Mosher and McGregor have made a gross and 
microscopical study of the human oesophagus and 
report that in none of their fourteen specimens were 
they able to find an anatomical sphincter at the 
cardiac end of the asophagus. They attribute the 
normal closure of this portion of the oesophagus to 
the presence of deep vertical folds, elastic tissue, 
and the natural twist of position and to pressure of 
the left crus behind and the liver in front. 

In one autopsy specimen the pathological changes 
resulting from cardiospasm were found to consist of 
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diJatation and thickening of the walls of the upper 
portion of the oesophagus with a narrowing at its 
lower end where the walls were of normal thickness. 
Grossly, this narrowing was increased by a marked 
backward bend of the portion just above it. An 
enlargement and an S-shaped curve of the cesopha- 
gus were present just above this bend. Micro- 
scopically, the most important finding was an ab- 
sence of the ganglion cells of Auerbach’s plexus in 
the narrowed terminal portion. This diminution or 
practical absence of ganglion cells is one of the most 
constant and important findings in cases of cardio- 
spasm of long standing and is probably the result of 
a pressure anemia indicating that the muscles of 
this portion have ceased to function. Under these 
circumstances the lower end of the cesophagus is 
closed because of pressure from without, due to 
the inflation of the tips of the lungs and the crura, 
the action of the elastic tissue, and the backward 
bending of the oesophagus. 

In nine consecutive cases of cardiospasm the 
diagnostic barium bougie showed a waist-like por- 
tion, 19 or 20 mm. in length, at the terminal portion 
of the oesophagus above the level of the crura. This 
portion took the form of the lung tips and was most 
pronounced when they were inflated. Mosher used 
a Sippey rubber dilator painted with stripes of 
barium and rubber cement and was able to observe 
the dilatation of the lower end of the oesophagus. In 
all but two cases the narrowing dilated under light 
pressure (3 or 4 lb.) until the oesophagus reached its 
normal width of 31 mm. This dilatation was fol- 
lowed by a great improvement in symptoms for 
weeks or months. Ricwarp I’, Hernpon, M.D. 


Snyder, J. W.: The Mediastinum as a Factor in 
Thoracic Surgery. South. M. J., 1928, xxi, 293. 

Sauerbruch first introduced the negative pressure 
chamber and Brauer the positive pressure cabinet 
for use in thoracic surgery. Snyder says that at 
present, positive pressure nitrous-oxide gas machines 
are usually employed to prevent dangerous sequel 
from lung collapse. 

During the War it was found that without differ- 
ential pressure apparatus the pleural cavity could be 
opened widely, the lung cleared of foreign bodies and 
sutured, all bleeding checked, the pleural cavity 
cleaned, and the chest wall closed without serious 
result to the patient provided the opening into the 
pleural cavity was not too large. Snyder states that 
in these cases the real protective mechanism is prob- 
ably the mediastinum, which effectively separates 
the pleural cavities so that in a measure they can 
function independently. The flexibility of the medi- 
astinum is such that the opposite lung is markedly 
handicapped by open pneumothorax, but there is 
sufficient stability to maintain some degree of func- 
tion. 


As a result of experiments on cadavers and dogs 
the author concludes that there is a marked differ- 
ence in structure and function between the medias- 
tinum of dogs and man. From the standpoint of 
respiration the two pleural cavities of the dog may be 
considered as one, because the mediastinum is so 
thin and so permeable to both air and fluids that a 
true separation of the pleural cavities does not exist. 
In the human, however, the two pleural cavities are 
separated by a mediastinum which is impermeable 
to air and fluids and has considerable strength and 
resistance. Hence, unilateral pneumothorax affects 
the opposite lung because of displacement of the 
mediastinum and efficient respiration is embarrassed 
because of mediastinal flexibility. However, the 
opposite lung is never disabled to the same extent as 
the lung on the side of an open pneumothorax. 

From the surgical viewpoint the vital capacity of 
the patient is of great importance, because a lowering 
of the vitality as a result of a pulmonary or cardiac 
lesion or some other factor such as acidosis means a 
narrowed margin of safety. The size of the opening 
is likewise of considerable importance, especially if 
it is moderate-sized and if some degree of negative 
pressure can be produced in the pleural cavity by 
forced inspiration. A larger opening, however, is of 
little importance, because negative pressure cannot 
be obtained. 

Snyder believes that bilateral open pneumothorax 
in man is more dangerous than unilateral pneumo- 
thorax because both lungs are directly affected and 
the protective action of the mediastinum is lost. The 
strength and stability of the mediastinum of man is 
undoubtedly an important factor in all surgical 
procedures in which the pleural cavity is entered, 
but, as this factor is variable and is not known in 
advance, some form of differential pressure, such as 
is afforded by an efficient nitrous oxide apparatus 
for the administration of oxygen under pressure, 
should always be employed when the normal pleural 
cavity is to be opened. MERLE R, Hoon, M.D. 


MISCELLANEOUS 


Hurxthal, L. M.: An Unusual Case of Spontaneous 
Idiopathic Hzemopneumothorax with Certain 
Features Resembling an Acute Surgical Ab- 
domen. New England J. Med., 1928, cxcviii, 687. 

The author reports a case of spontaneous hemo- 
thorax associated with abdominal pain and rigidity. 

An intravenous injection of normal saline solution 

was given to improve the general condition and on 

the following day a thoracentesis was done. Twenty- 
four hundred cubic centimeters of unclotted blood 
were aspirated, an equal amount of air being then 
injected. Eleven days later, 1,000 c.cm. of unclotted 
blood were aspirated. The patient made an unevent- 
ful recovery. Ratru B. Bettman, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Brown, K. P.: Peritoneal Lymphatic Absorption: 
An Experimental Investigation to Determine 
the Value of Lymphaticostomy. Brit. J. Surg., 
1928, xv, 538. 


In rabbits, absorption takes place very rapidly 
by the lymphatics of the upper abdomen and 
especially by the diaphragm. The retroperitoneal 
lymphatics play a subsidiary part. The main path 
of absorption is the thoracic duct. 

In cats and dogs, absorption by the thoracic duct 
from the peritoneal cavity is a very slow and un- 
important process. The function of the duct is to 
drain the chyle from the intestines. The internal 
mammary lymphatics drain to the anterior medias- 
tinal glands. 

The omentum has only a small, if any, part in the 
lymphatic absorption from the peritoneal cavity. 

The paths of lymphatic absorption in cats and 
dogs are in certain respects similar to those of man. 
Therefore lymphaticostomy cannot be recommended 
as a procedure holding out any hope to patients 
suffering from acute peritonitis. 

SAMUEL Kann, M.D. 


GASTRO-INTESTINAL TRACT 


Collinson, H., and Stewart, M. J.: Chronic Peptic 
Ulcer of the Stomach with Acute Miliary 
Tuberculosis of the Gastric Mucosa. Brit. J. 
Surg., 1928, xv, 626. 

Tuberculous infection of the stomach is rare. In 

a consecutive series of 10,000 autopsies performed 

at the Leeds Infirmary, tuberculous ulceration of 

the stomach was found in only 3 cases, and in 2 of 
these it was due to involvement from without by 
adjacent tuberculous lymph glands. Of a series of 

320 specimens obtained by partial gastrectomy 

which were subjected to microscopic examination, 

none was the site of tuberculous ulceration, but in 

2 a simple chronic ulcer was associated with scat- 

tered miliary tubercles throughout the mucosa, while 

in a third, typical “‘carcinoma ex ulcere” co-existed 
with a lesion at least strongly suggestive of tubercle. 

In the cases reported, the peptic lesions were of 
long standing while the miliary tuberculosis of the 
mucosa was Clearly the result of a recent infection. 

No other tuberculous lesion was present in either 

patient, the stomach lesion not being a part of a 

general miliary tuberculosis. The gastric lesion was 

produced either by the ingestion of tubercle bacilli 
from without or by swallowed infected sputum from 

Some cryptic focus in the respiratory tract. The 

latter seems the more likely. Gastric juice has little 

or no effect on the tubercle bacillus unless the con- 


tact is prolonged over a period of at least twelve 
hours. 

The theory that gastric ulcer has a tuberculous 
etiology has never received much support and is now 
entirely discredited. 

The authors investigated the general incidence of 
active tuberculosis in cases of peptic lesions of the 
stomach and duodenum as contrasted with the in- 
cidence of tuberculosis found in a series of 1,000 con- 
secutive unselected autopsies. From the figures ob- 
tained it appears that the type of person who 
develops a gastric or duodenal ulcer is less commonly 
the subject of tuberculous infection than the general 
population. SAMUEL Kann, M.D. 


Barford, L. J.: A Statistical Enquiry into the 
Etiology, Symptoms, Signs, and Results of 
Treatment in 166 Cases of Gastric and Duo- 
denal Ulcer. Guy's Ilosp. Rep., Lond., 1928, 
Ixxviii, 127. 

The 166 cases of gastric and duodenal ulcer re- 
viewed were medically treated cases with or without 
complications, including a small number in which 
the lesion had failed to heal following a gastro- 
jejunostomy. The data of the investigation include 
the patient’s sex, his age at the onset of the symp- 
toms, the length of the history, the symptoms, the 
results of the fractional test meal and the X-ray 
examination, the rate of emptying, the findings with 
regard to occult blood, haemorrhage, blood urea, 
blood pressure, and perforation, the condition of the 
teeth and of other possible foci of infection, tests of 
liver function, the occurrence of glycosuria, the 
presence or absence of syphilis, the treatment, and 
the results. They are summarized in nineteen 
tables. 

This study shows that with the recent advances in 
roentgenological and biochemical methods it is now 
possible to diagnose the presence of a gastric or 
duodenal ulcer with certainty in a large percentage 
of the cases. The findings with regard to the sex and 
age incidence of the lesions correspond very closely 
to the most recent surgical and pathological figures. 
The cases confirm the belief that pain occurs earlier 
after the ingestion of food in gastric ulcer than in 
duodenal ulcer, and that the lesions are associated 
with a high acidity. The average emptying rate of 


. the stomach appears not to be so rapid as might be 


expected. The evacuation rates as shown by the 
test meal and the X-ray are compared, and the im- 
portance, of a roentgenological examination and 
estimations of the blood urea in cases with pyloric 
obstruction is emphasized. 
The report is supplemented by an appendix on 
ulcer diet and another on the post-ulcer régime. 
Car B. Steinke, M.D. 
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MacLean, H.: The Intensive Alkaline Treatment 
of Gastric and Duodenal Ulcer. Bril. M. J., 
1925, 1, O10. 

In MacLean’s opinion, the most important factor 
preventing the healing of gastric and duodenal 
ulcer is the hydrochloric acid of the gastric juice. In 
cases of ulcer which fail to heal there may not be an 
excess of acid concentration; the ordinary normal 
acid secretion is suflicient to exert an unfavorable 
effect. Very often there is a hyperacidity in the 
sense that the stomach continues to secrete acid after 
digestion is completed and the food has passed on 
to the intestine. For the cure of ulcer, the stomach 
and the first part of the duodenum must be rendered 
alkaline. Sufficient alkali must be given to prevent 
the presence of free hydrochloric acid in the stomach 
for some time. MacLean gives a powder composed 
of sodium bicarbonate, !2 0z., heavy magnesium 
carbonate, 1 0z., calcium carbonate, 1 0z., and bis 
muth oxycarbonate, 2 dr. 

In order that the powder may have its maximum 
effect, the patient is restricted to a liquid diet for a 
week. After two days, his condition is greatly im- 
proved. As a rule the powders are given during the 
day, but the patient is instructed to take one at 
night if he wakes up with discomfort. It is not ab 
solutely necessary to keep the patient in bed; the 
author has treated a large number of cases through 
the out-patient department. 

After some weeks of treatment, the amount of 
powder is reduced, but in cases of duodenal ulcer 
the powder must be taken for two or three months. 
If the symptoms recur, the patient is again restricted 
to a liquid dict for a few days and again treated with 
the powders. 

The regimen for the first six weeks of treatment is 
as follows: 

First week: ‘Three pints of milk given in feedings 
of 8 oz. every two hours, with 1o gr. of sodium citrate 
in each feeding. One teaspoonful of the powder 
every two hours after the milk. A double dose of the 
powder just before the patient retires at night. In 
severe cases, a smaller dose every hour. 

Second week. A little solid food —two or three 
eggs, toast, butter, cream, plain biscuits, custard, 
porridge, and weak tea — added to diet. Powder and 
milk diminished by a dose or two, depending upon 
the symptoms. 

Third week: Powder reduced by another dose. 
Rice and other cereal puddings, white fish, and a 
small amount of potato added to the diet. Sodium 
citrate no longer added to the milk. 

Fourth, fifth, and sixth weeks: Milk in usual 
average quantities. Powder reduced to three or 
four doses daily. Chicken, and ultimately other 
meats, added to the diet. 

After the first six weeks the powder is given two 
or three times daily for another six to ten wecks. 
Even in the absence of symptoms, it is given at bed- 
time for several months. [If any of the symptoms per- 
sist, it is given two or three times daily for several 
months. All sources of focal infection are eliminated. 


Raw vegetables and any food which tends to leave 
an undigested residue in the stomach are excluded 
from the diet. Meat is allowed in only very small 
amounts. Meals are small and frequent. Smoking 
and the use of alcohol are restricted. 

The alkaline treatment is often of great value 
also in pyloric stenosis as frequently this condition 
is due to inflammatory oedema and spasm. In severe 
cases, calcium carbonate and magnesium carbonate 
should be substituted for the sodium bicarbonate. 

In none of the author’s cases has alkalosis oc- 
curred, HirMan H. Huser, M.D. 


Brooks, H.: The Selection of Cases for Medical or 
Surgical Treatment in Gastric and Duodenal 
Uleer. New England J. Med., 1928, exeviii, 339. 

Erdmann, J. F.: The Surgical Consideration of 
Ulcer of the Duodenum and Stomach. New 
England J. Med., 1928, cxeviii, 344. 

Brooks: The exact cause of peptic ulcer is still 
unknown. Therefore in discussing the treatment of 
the condition from cither the medical or the surgical 
standpoint, we are really debating the treatment of 
the lesion produced by the disease and not the 
disease itself. 

In the decision as to whether a peptic ulcer shall 
have medical or surgical treatment, there are 
many factors to be considered. The economic 
status of the patient is a matter of great importance 
because medical treatment requires long-continued 
and tedious management and surgical treatment 
must be followed by a long period of medical care. 

Accurate diagnosis should always precede treat- 
ment of any kind. All too frequently, patients are 
subjected to treatment for ulcer when the symptoms 
are produced by some other lesion. Even the X-ray 
is not infallible; its findings must fit in with the rest 
of the evidence. 

Unsatisfactory end-results frequently follow both 
medical and surgical treatment. Most surgical 
measures accomplish only what medical treatment 
accomplishes. The ulcerated area is given rest by 
gastro-enterostomy, just as by starvation and_ the 
administration of alkalies. The ulcer which remains 
may continue to cause the same complications and 
symptoms or may produce even greater disturbances 
after the operation. Subtotal gastrectomy is a 
serious operation and should be done only by the 
highly skilled surgeon. 

The indications for surgical treatment are: 

1. Cases of peptic ulcer in which malignancy 
seems probable and prompt healing does not occur 
under medical treatment. 

2. Cases of extensive ulceration near the pylorus, 
even when rapid healing occurs under medical care. 

3. Cases of chronic haemorrhage which is not 
controlled by medical measures. 

4. Cases of pyloric obstruction which fail to 
respond to rest and antacids with reasonable 
promptness. 

5. Cases in which the ulcers show no tendency to 
heal under careful medical management. 
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6. Cases with external adhesions, such as cicatri- 
cial tissue at the pylorus, which are producing 
symptoms. 

In cases of chronic benign ulcers surgery is not 
justified by the assumption that such lesions are 
likely to become malignant. Cancer of the stomach 
is no more frequent in persons with ulcers of the 
stomach than in any other similar group. 

The indications for medical management of ulcer 
are: 

1. Poor surgical risks in which the immediate 
danger to life is greater with surgery than with 
medical management. 

2. Ulcers located on the upper border of the car- 
dia near the oesophagus where excision seems too 
difficult. 

3. Ulcers which do not 
mucosa. 

Some physicians delay too long in referring cer 
tain cases of chronic ulcer for surgical treatment, 
and few surgeons realize the efficacy of medical 
treatment of peptic ulcer. A better understanding 
between the surgeon and internist would exist if 
each was able to appreciate better the benefits of 
‘ach kind of therapy. Neither type of management 
is perfect as neither cures the disease. 

ERDMANN: Gastric and duodenal ulcers may be 
divided into: (1) the perforated, (2) the perforating 
of either the callous or the non-callous type, and (3) 
the mucosal. 

The indications for operation are: (1) perforation, 
(2) repeated haemorrhage, (3) evidences of malig 
nancy, (4) roentgen-ray evidence of a perforating 
ulcer, (5) duodenal obstruction, (6) failure of careful 
medical and dietary treatment, (7) hourglass con 
traction of the stomach, and (8) dissecting or under 
mining ulcer. 

In most ulcer-excision and plastic operations an 
added gastro-enterostomy is not necessary, but this 
procedure should be included when an immediate 
obstruction may be produced by the suture or may 
develop later from a complicating scar. 

The cause of complicating marginal ulcers appears 
to be gastric hyperacidity; therefore excision of the 
acid-producing portion of the stomach is logical. 

Small ulcers involving the lesser curvature and 
pyloric antrum are usually excised with ease, where 
as large indurated ulcers are best removed by resec- 
tion of half of the stomach. The excisable ulcer may 
be dealt with by the cauterization and excision 
method of Balfour, while ulcers on the posterior 
wall of the stomach may be removed by either a 
transgastric resection or through the lesser peri- 
toneal pouch. Gastro-enterostomy is never added. 
to this type of operation. For resections of the 
stomach, the Pélya method is the favorite procedure. 
Anterior perforated gastric ulcers may be treated 
as a rule by excision and suture, while chronic 
posterior perforations usually require resection. 

For cases of duodenal ulcer, gastro-enterostomy 
remains the procedure of choice; resection is done 
only for large infiltrating ulcers suggesting malig- 


extend into the sub- 


nancy. Radical resection for simple duodenal ulcer 
does not appear to be a wise procedure. 

Cases of marginal ulcer in which the original 
lesion has healed call for restoration of the gastro- 
intestinal tract to normal and excision of the mar- 
ginal ulcer. If the primary ulcer is still active, the 
treatment indicated is resection of half of the 
stomach and the ulcer-bearing area of the duodenum 
or resection of the jejunum, if the ulcer is located in 
that portion of the small intestine, followed by 
end-to-end jejunostomy. : 

Close coéperation on the part of the roentgen- 
ologist is imperative as roentgen examinations at 
intervals during medical and dietary treatment are 
of great importance in revealing the occurrence or 
non-occurrence of repair which serves as a guide to 
surgical interference. Cyrit J. GLasper, M.D. 


Pannett, C. A.: Debatable Aspects of the Surgery 
of Gastroduodenal Ulceration. Bri/. M. J., 
1928, i, 623. 


Pannett states that it is generally recognized that 
no patient with a gastric or duodenal ulcer should 
be subjected to operation until medical treatment 
has failed to effect a cure. The two surgical methods 
are gastro-enterostomy and gastric resection. In 
cases of gastric ulcer, gastrojejunostomy yields 
successful results in 75 per cent of the cases when 
the lesion is near the pylorus but in only 50 per cent 
when the lesion is at a distance from the pylorus. 
With regard to the value of this operation in duo- 
denal ulcer there is less general agreement, the 
incidence of good results being reported by different 
surgeons at from 50 to y2 per cent. Gastric ulcers 
may rupture after operation, but in cases of duo 
denal ulcer postoperative rupture is rare. 

In gastric ulcer, gastric resection is more success- 
ful than gastrojejunostomy. In duodenal ulcer, 
resection of the duodenal segment and of a suflicient 
portion of the pylorus is decidedly more successful 
than gastro-enterostomy. 

It is generally believed today that operation is 
frequently indicated even in cases of bleeding ulcers. 
When bleeding occurs, blood transfusion is given 
and shock combatted before operation is under- 
taken. The ideal procedure is partial gastrectomy or 
duodenostomy. Gastrojejunostomy is of no value 
in arresting haemorrhage from a gastric ulcer. 

In cases of perforated ulcers, suturing and invert- 
ing the uleer should be sufficient. 

In cases of pyloric constriction, a simple gastro- 
jejunostomy often gives an excellent result, but in 
pyloric stenosis the Péan type of resection is pref- 
erable. In hourglass constriction, a sleeve resection 
or the Péan operation is the procedure of choice. 

Herman H. Huser, M.D. 


Brock, R. C.: Four Cases of Gastrocolic Fistula. 
Guy’s Llosp. Rep., Lond., 1928, xxviii, 178. 
A detailed report of four cases of gastrocolic 
fistula is followed by a general discussion of the 
condition. 
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The diagnosis is generally based on a history of 
diarrhoea, loss of weight, pain, vomiting, and foul 
belching. 

The prognosis is always doubtful as the condition 
is serious and unless treated surgically usually ends 
fatally in a number of months. 

Cart R. Sretnke, M.D. 


David, V. C.: Pseudocarcinoma of the Stomach. 
Ann. Surg., 1928, |xxxvii, 555. 


The author says that exploratory operations on 
patients who give clinical evidence of the presence of 
- inoperable carcinoma of the stomach are not favored 
by many surgeons and in the great majority of in- 
stances this conservatism is justified. 

David has studied a small group of middle-aged 
patients who had unusual lesions of the stomach 
clinically resembling carcinoma. ‘There were either 
palpable tumors or large filling defects of the 
stomach or both, accompanied by symptoms which 
might well be those of carcinoma. Nevertheless, 
exploratory laparotomy revealed the presence of 
non-cancerous lesions which were in some instances 
amenable to surgical treatment. 

The author presents the history of four typical 
cases in which operation was performed. In the 
first case a phytobezoar or persimmon food ball 
resembling a hair ball or shellac concretion was dis- 
covered. The second case was one of Hodgkin’s 
disease involving first the stomach and later de- 
veloping glands in the neck and mediastinum. The 
third case reported was one of sarcoma of the 
stomach, while the fourth case was one of linitis 
plastica or leather-bottle stomach. * 

Harry W. Fink, M.D. 


Duval, P., and Moutier, F.: The Frequency of 
Gastric Carcinoma Developing on the Basis of 
Ulcer (La fréquence de l’ulcéro-cancer de l’estomac). 
Bull, et mém. Soc. nat. de chir., 1928, liv, 423. 

It is not possible to determine the percentage of 
gastric ulcers which develop into cancer by clinical 
observation alone. Despite a long history suggestive 
of ulcer, the lesion may have been carcinomatous 
from the beginning. Moreover, a stomach once the 
site of ulcer may develop a carcinoma having no 
relation to the ulcer. 

Neither is it possible to determine with cer- 
tainty whether a lesion is malignant or not from its 
gross appearance. The only safe guide is the histo- 
logical picture and even this varies according to the 
age of the lesion and the viewpoint of the pathologist. 
A lesion which is histologically an ulcer may be 
shown to be a carcinoma by the presence of glandular 
metastases along the curvatures of the stomach. On 
the other hand, the adenomatous reaction in the 
vicinity of an ulcer or the epithelial reaction in the 
connective tissue about it may be taken for an 
epithelioma. 

The authors review 2 series of histologically 
studied cases of ulcer. In the original report of the 
first series, which was studied in the period from 


1908 to 1912, 44 per cent of the ulcers were recorded 
as undergoing malignant changes. In the other 
series, which was studied during the period from 
1922 to 1927, only 3.57 per cent of the lesions were 
classed as carcinomatous ulcers. On account of the 
great discrepancy between the 2 sets of figures, 
the authors recently restudied the material of the 
first series. As the result of the second study, the 
incidence of malignancy in that series was reduced 
to 25.58 per cent. 

To approach the problem from another angle, a 
study of 98 carcinomata was made. This showed 
that 17 (17.3 per cent) of the lesions could be classed 
as ulcers undergoing malignant change. 

When the statistics for the 2 groups of ulcers 
and the group of carcinomata are combined, it is 
found that, of 225 lesions, 14 per cent were car- 
cinomatous ulcers. 

The authors conclude that since the study of the 
first series of cases there has been a decrease in the 
frequency of gastric carcinoma due to advances 
made in the treatment of gastric ulcer. 

Micuaet L. Mason, M.D. 


Lecéne, P.: The Frequency of Cancer in Callous 
Ulcers of the Gastric Wall (De la fréquence des 
lésions cancéreuses dans les cas_ d’ulcérations 
calleuses de la paroi gastrique). Bull. et mém. Soc. 
nal. de chir., 1928, liv, 455. 

Despite opinion based on clinical experience, the 
only true proof of carcinomatous degeneration of a 
chronic ulcer is that gained from careful microscopic 
examination of the lesion. The development of car- 
cinoma on the basis of ulcer is probably not very 
frequent, but Lecéne thinks that for practical pur- 
poses the problem should be stated in a somewhat 
different form. He suggests the question, “With 
what frequency can the presence of carcinoma be 
shown histologically in callous indurated lesions of 
the stomach wall which have the usual gross appear- 
ance of chronic ulcer?” He states that if such cal- 
lous indurated lesions are always benign, large re- 
sections are not necessary, whereas if a large per- 
centage are malignant, the tendency toward 
radical surgery is justified. 

Lecéne found that of thirty-seven non-penetrating 
callous ulcers of the stomach, ten were histologically 
carcinoma, and of twenty-six penetrating callous 
ulcers, five were malignant. Therefore malignancy 
was present in nearly 25 per cent of cases in which 
the gross pathological picture failed to indicate 
conclusively whether the lesion was an ulcer or a 
carcinoma. 

In the discussion of Lecéne’s paper, ALGLAVE 
brought up the question of the comparative opera- 
tive risk in gastro-enterostomy and resection in 
cases of callous ulcer. He did not doubt Lecéne’s 
figures, but remarked that in his experience gastro- 
enterostomy has proved very satisfactory. He is of 
the opinion that the risk of gastric resection counter- 
balances the percentage of possible carcinomata it 
may remove. Micuaet L. Mason, M.D. 
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Horsley, J. S.: Some Underlying Principles of In- 
testinal Surgery. Ann. Surg., 1928, |xxxvii, 387. 

The author discusses some of the important under- 
lying principles of intestinal surgery and emphasizes 
the necessity for a clearer comprehension of modern 
physiology and biology as well as of the mechanical 
features of anoperation. The normal functions of the 
gastro-intestinal tract must be understood before 
an intelligent attempt at repair of its disordered 
function can be made. 

There are three distinct functions of the gastro- 
intestinal tract: (1) the function of digestion, in 
which food is prepared and properly mixed with the 
secretions of the stomach and intestine so that it is 
in a condition to be assimilated, (2) the function of 
absorption, by which digested food is distributed 
through the lymph and blood vessels to the body 
tissues, and (3) the function of peristalsis, by which 
the food is propelled from one part of the intestinal 
tract toanother. This latter function also aids both 
digestion and absorption. Serious or prolonged inter- 
ference with any one of these three functions may 
result fatally. 

The correct determination of the type or location 
of intestinal obstruction is of great importance, 
because the surgical treatment must be based upon 
an adequate conception of the nature of the ob- 
struction. An obstruction such as volvulus, which 
produces interference with the vascular circulation 
of the intestine, requires prompt surgical treatment, 
because of the histamin-like products which form in 
the bowel and produce serious symptoms. A simple 
mechanical obstruction such as that produced by 
bands or a new growth in the bowel may progress 
very slowly and produce less alarming symptoms. 

In postoperative obstruction due to lymphatic 
adhesions a simple enterostomy done by the method 
of Coffey or Witzel and the insertion of a soft 
rubber catheter as near the site of the obstruction 
as possible will prevent starvation and dehydration 
especially when the enterostomy is in the upper 
jejunum. The obstructed bowel should not be 
brought into the wound and opened freely unless 
there is gangrene or marked impairment in the 
circulation of the loop. 

Aside from the recognition of the well known 
clinical fact that upper obstruction is more serious 
than lower obstruction the differentiation of the 
types of obstruction has often been ignored. As 
there is a relatively different biological condition in 
the upper small intestine from that found in the 
lower small intestine or in the colon it is vitally 
necessary to modify the surgical technique accord- 
ingly. While the slightest soiling of the peritoneum 
with faecal matter from the lower small intestine or 
from the colon may bring disaster, contact with the 
contents of the upper small intestine is less serious, 
because they are relatively sterile. It is important 
in all of these areas, however, to finish the work on 
the mesentery before opening the bowel so as to 
avoid infecting this area which is so rich in lym- 
phatics. 


In the upper small intestine it is essential to pre- 
serve the lumen. End-to-end anastomesis is prefer- 
able to lateral anastomosis, because in the latter, 
peristalsis is disturbed by the cutting of the circular 
fibers. If the bowel is cut somewhat obliquely and 
if only a small amount of diaphragm is turned in, 
the lumen of the bowel is but little affected. The 
author describes his technique for this procedure. 

In the lower small intestine or the colon the chief 
problem is not so much the establishment of a large 
lumen as it is the avoidance of soiling the peri- 
toneum with the septic contents of the bowel. The 
principle evolved by Kerr and Parker is of the 
greatest aid in surgery of this region. 

If the mesentery is fat an end-to-end anastomosis 
is not as safe as lateral anastomosis, because of the 
danger of necrosis of the fat and subsequent leakage. 
For additional safety a small enterostomy may be 
made in the lower part of the ileum and a rubber 
tube inserted so as to relieve the pressure of gas and 
liquid faecal matter. 

Horsley believes that in resection of the lower 
sigmoid and rectum, which is usually done for can- 
cer, a radical operation should always be performed 
and an artificial anus made in the region of the left 
iliac fossa. In this method the general principles of 
a combined operation are followed. The abdominal 
operation is performed first and the liver and lymph 
nodes of the abdomen are examined so as to ascer- 
tain whether or not there are metastases and whether 
a radical operation is justifiable. The technique of a 
combined operation which can be done in one stage 
is described. It is necessary to give intravenous 
glucose in Ringer’s solution throughout the opera- 
tion and a blood transfusion immediately afterward 
in order to combat shock. The abdominal stump of 
the sigmoid is usually left for three or four days 
without being opened. At the end of that time a soft 
rubber catheter is inserted to permit the escape of 
gas. The artificial anus is not fully opened for a week 
after the operation so as to avoid infection and ob- 
tain solid healing of the wound. 

The author reports two fatal cases. In one case 
death was due to the turning in of too large an 
amount of diaphragm in an anastomosis of the upper 
jejunum. In the other case leakage between sutures 
placed in a fatty mesentery in an effort to effect an 
end-to-end anastomosis in the lower ileum and the 
attempt to carry out extensive procedures without 
provision for preventing shock resulted in the death 
of the patient. 

The author believes that a careful consideration of 
the general principles involved in intestinal surgery 


will result in the lowering of the mortality rate. 


J. Epwin Kirkpatrick, M.D. 


Shannon, W. R.: The Early Diagnosis of Intus- 
susception in Children. Minnesota Med., 1928, 
Mi, S8i. 


Intussusception constitutes one of the major emer- 
gencies encountered in pediatric practice. In its 
typical form it presents the striking picture of an 
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apparently healthy infant who suddenly develops 
such severe abdominal pain that he screams and 
often becomes pale and covered with a cold per- 
spiration. Frequently this onset is accompanied by 
vomiting. During the interval between attacks of 
pain the infant may be quite comfortable and the 
temperature may be either normal or subnormal. 
Following the onset there is usually at least one 
normal bowel movement which empties the intestinal 
tract below the intussusception. This is eventually 
followed by the appearance of blood in the stools, 
at first mixed with faces, but later mixed with 
mucus only. 

Examination of the abdomen at the height of the 
pain is usually unsatisfactory, but in the interval 
between attacks a mass can be felt, its location de- 
pending upon the site of the invagination. If the 
intussusception is enteric the mass may be located 
about the navel, while in the ileocolic form, which is 
by far the most common, the location of the mass 
will depend upon the extent of the intussusception. 
Early in the course of the disease the mass will be 
felt in the region of the ascending colon and cecum. 
As the intussusception travels farther within the 
large bowel the mass may be felt at the hepatic 
flexure, across the upper portion of the abdomen, at 
the splenic flexure, or extending downward along 
the descending colon. Thus, there develops the 
sausage shaped, relatively soft and doughy tumor 
which is characteristic of advanced cases. Disten- 
tion is not an early marked feature, but from the 
beginning the leucocyte count is usually high. 
Progress in most cases is downward and if the con- 
dition is unrelieved will be fatal. Occasionally, re- 
lief may be entirely spontaneous, but early operative 
interference is usually essential to a satisfactory 
outcome. If in any case the diagnosis is doubtful a 
barium enema may be helpful, especially if the 
pathology is located in the large bowel. 

The author presents several unusual cases of in- 
tussusception to illustrate the outstanding points in 
the differential diagnosis. A detailed description is 
given of one case in which the condition was un- 
recognized at first. The mass protruded from the 
rectum and for four days was treated as a case of 
prolapsus ani. After resection of the bowel the pa- 
tient died. In another case the symptoms were 
those of a very acute appendicitis, but at operation 
an intussusception was found. In still another case 
pain was entirely absent. 

The author states that of all of the cardinal 
features of this condition, blood in the stools is the 
most constant. Harry W. Fink, M.D. 


Anschuetz, W.: The Operative Treatment of In- 
vagination in Early Childhood (Ueber die oper- 
ative Behandlung der Invagination im fruehen 
Kindesalter). Zentralbl. f. Chir., 1927, liv, 3150. 


At the Surgical Congress held in 1925, Anschuetz 
warned against the opinion expressed by Perthes 
that the treatment of invagination should be con- 
servative up to the age of one and a half years. 


Because of the fact that since that time a large num- 
ber of surgeons have accepted Perthes’ view, An- 
schuetz feels it his duty again to urge immediate 
surgical treatment of acute invagination in early 
childhood. He states that in England where ex- 
perience in this field of surgery is particularly great, 
such treatment is favored. On the basis of a com- 
parison of the Kiel statistics with those of Kock and 
Oerum, which include those of the Danish hos- 
pitals, Anschuetz has come to the conclusion that 
operation should be performed as early as possible 
in acute invagination at any age. 

For disinvagination, Hutchinson’s manipulation 
should be used. Only when absolutely necessary 
should tension be exerted on the neck of the in- 
vaginatum outside the abdominal cavity. Three 
hours after the occurrence of invagination, disin- 
vagination may be extremely difficult. 

Conservative management of invagination which 
is apparently successful may cause only incomplete 
disinvagination. Another disadvantage of conserva- 
tive treatment is that it requires narcosis and if it 
fails narcosis must be induced a second time for 
open operation. Simon (Z). 


Revel, J.: Stenosis of the Duodenum Below the 
Ampulla of Vater Caused by the Root of the 
Mesentery (Sténose sous-vatérienne du duodénum 
par le pédicule mésénterique). Bull. et mém. Soc. 
nat. de chir., 1928, liv, 182. 


The case reported was that of a man aged twenty- 
eight years who had pain which was attributed to a 
gastric ulcer. A hasty roentgenological examination 
had led to the diagnosis “cicatricial stenosis caused 
by an old ulcer.” Gastro-enterostomy was _ per- 
formed although examination of the stomach in the 
course of the operation revealed no lesion. The re- 
sult was deplorable. A second roentgenological 
examination then revealed the presence of an 
enormous dilatation of the second and third portions 
of the duodenum. A duodenojejunostomy was 
performed and after this operation all symptoms 
ceased and the patient gained weight. 

On the basis of this case, Revel emphasizes the 
importance of examining the duodenum of all pa- 
tients complaining of gastric disturbances. Pace. 


Tidy, H. L., and Others: The Treatment of Ulcera- 
tive Colitis. Lancet, 1928, ccxiv, 857. 


Tipy describes colitis as an inflammation of the 
large bowel characterized by diarrhoea and the 
presence of blood and mucus in the stools. Ulcera- 
tion may be absent, as in bacillary dysentery, or may 
supervene without any change in the symptoms. 

In the treatment of the condition, certain general 
requirements must be met whatever method is 
adopted. The patient must be kept warm and must 
receive fluid in sufficient quantities. During the 
acute stage, he should be given 1 or 2 oz. of fluid 
every twenty minutes while awake, with a total of 
4 0r 5 pt. of fluid in twenty-four hours. 
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With the exception of aromatic sulphuric acid 
and charcoal, drugs given by mouth are of little 
value. Morphine should never be given under any 
circumstances whatever. Vaccines do not cause 
much improvement. Serum is of great value for a 
short time after the onset of bacillary dysentery, but 
not in the later stages. 

In the treatment of the rectum, the first measure 
should be a starch and opium enema with a maximum 
volume of 4 oz. (3 oz. for the average man and 2 oz. 
for the average woman) and with a dose of from 
¥% to 2 dr. of the tincture of opium. This must not be 
given more than five times a week, and never on 
more than three consecutive days. 

At the end of the treatment most of Tidy’s 
patients had only two or three bowel movements a 
day and were able to live active lives. 

Norsury states that while ulcerative colitis has 
been attributed to the dysentery bacillus, many 
different organisms have been isolated in this con- 
dition. Ulcerative colitis may be a complication of a 
constitutional disease such as chronic nephritis. In 
several cases, achlorhydria has been a feature. A 
deficiency of calcium in the blood and of vitamines 
may be predisposing causes. 

The treatment should include: rest; warmth; 
suitable measures directed to the cause, if this can 
be ascertained; the removal of septic foci; a liberal 
diet including vitamines, fats, and fruits; and drugs 
to alleviate the symptoms. The drugs used by 
Norbury include zinc oxide pills, 3 gr. three times 
daily; castor oil, 15 minims given in gelatin capsules; 
kaolin, bismuth, opium, kerol, dimol, and animal 
charcoal. Vaccines made from organisms taken from 
the granular surfaces or from the urine may be of 
value. Lavage should be administered with the 
patient in the knee-elbow position or on alternate 
sides with the pelvis raised. Hypertonic saline so- 
lution, albargin, sanitas, orkaolin may be employed. 
In severe cases, blood transfusion is of value. Zinc 
ionization has given good results in some cases, but 
the sigmoidoscope showed that it did not cure. 

SmitH defines ulcerative colitis as an endemic 
dysentery of which we have not yet found the 
causative organism. In a number of his cases an 
unknown bacillus which did not ferment lactose 
was isolated. It is well known that the Shiga 
bacillus is obtainable from all cases of dysentery in 
the first seventy-two hours, but after that time 
the number of positive results falls rapidly. The 
condition is practically incurable; only palliative 
treatment is possible. 

WAKELY points out that perforation occurs 
nearly always in the caecum or right colon. The 
treatment of ulcerative colitis should be based on 
the findings of the sigmoidoscopic examination. If 
the ulcers are shallow and the mucous membrane 
1s oedematous, medical treatment will give the best 
Tesults, but if the ulcers are deep, cacostomy or a 
right colostomy is indicated. 

BROADBENT cited in support of the bacillary 
etiology of ulcerative colitis some recent work done 


at the Mayo Clinic in which a Gram-positive, 
lancet-shaped diplococcus was isolated. The use of 
vaccines made from this organism resulted in 
recovery in 60 per cent of the cases. 

Morris H. Kaun, M.D. 


Rayner, H. H.: The Treatment of Acute Appendi- 
citis. Brit. M.J., 1928, i, 706. 


In England and Wales a steady increase in the 
number of cases of acute appendicitis and a substan- 
tial decrease in the number of deaths from this dis- 
ease have been noted during the last fifteen years. 
The author analyzes a series of 245 cases. In 52 of 
this series, operation was postponed. In 28 of the 
latter, the condition subsided completely within from 
one to two weeks. In 12, it terminated in the forma- 
tion of a local abscess which required operation for 
drainage a few weeks later. In 12 others, operation 
became necessary during the acute stage after 
periods of delay varying from one to four days, and 
three of the patients died. 

In 193 cases, operation was performed without 
delay after the first examination, regardless of the 
duration or stage of the disease. These cases were of 
the following types: (1) appendix not perforated, 
65 cases, (2) local peritonitis, 84 cases, (3) spread- 
ing or diffuse peritonitis, 31 cases, and (4) abscess, 13 
cases. 

Rayner recognizes certain types of cases in which 
he believes it safer and in other respects better not 
to perform an immediate operation. These are as 
follows: 

1. Cases with a hard, firm mass in the right iliac 
fossa, the right loin, or over the fore part of the iliac 
crest, which is ill defined at its edges, often extensive, 
and not tender. As a rule the symptoms have been 
noted for from four to eight days, and during much 
of this time the patient has had insufficient or no 
treatment; he has been out of bed and possibly at 
work. In such cases the condition will usually sub- 
side entirely under proper treatment. Much less 
frequently, the mass slowly resolves itself into a well 
shut-off abscess which can be easily and safely 
opened. 

2. Cases in an earlier stage of the disease with a 
history of from two to four days’ illness not char- 
acterized by a severe onset and in which there is an 
area of well-localized muscular rigidity without ex- 
treme tenderness over the site of the appendix. 

A temporizing policy is indicated also by: (1) a 
retrocolic position of the appendix as shown by the 
position of the area of rigidity and maximum tender- 
ness; (2) conditions unfavorable for an abdominal 
operation without a period of observation and prepa- 


“ration, such as obesity, chronic bronchitis, especially 


that with emphysema, alcoholism, and senility; (3) a 
history of many attacks of approximately equal 
severity in the preceding few years; and (4) an 
environment unfavorable for a serious abdominal 
operation and the necessary after-care. 

A patient of a healthy type who presents localized 
but well-marked rigidity accompanied by extreme 
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tenderness and whose history indicates a severe on- 
set or a severe exacerbation of the condition should 
be operated upon without delay. Strong indications 
for immediate operation are evidence of a pelvic 
position of the appendix and of spreading peritonitis. 
In the cases in which operation is delayed for sub- 
sidence of the disease it is well to allow an interval of 
from three to eight weeks before the appendectomy 
is done. When subsidence consumes a long period of 
time, the interval before operation should be corres- 
pondingly longer. Morris H. Kaun, M.D. 


Hutchison, R., Walton, A. J., Carson, H. W., 
Sutherland, G. A., and Others: Discussion on 
Chronic Appendicitis in Children. Proc. Roy. 
Soc. Med., Lond., 1928, xxi, 1119. 

Chronic appendicitis is rare in early life. The chief 
feature of the clinical picture is recurring attacks of 
abdominal pain, with or without vomiting and 
slight fever. The most constant and important 
symptom is the pain in the lower part of the abdo- 
men. Vomiting is not a prominent symptom in 
chronic appendicitis, and fever may be slight ‘or 
altogether absent. If the patient is seen only 
between attacks, there may be no physical signs 
of the condition. 

Pain on pressure over McBurney’s point is, of 
course, suggestive, provided there is no tenderness 
elsewhere, and is particularly suggestive if the pain 
is referred also to the epigastrium. However, few 
children are good enough observers to enable the 
surgeon to elicit this sign with any confidence. Pain 
confined to the right iliac fossa is rarely due to 
chronic appendicitis, but the occurrence of pain in 
this region on exertion rather than after meals is 
always suggestive of appendiceal involvement. 
When the patient is seen during an attack of pain, 
the diagnosis is easier as there will usually be tender- 
ness and probably also some rigidity on palpation of 
the right iliac fossa. It must be borne in mind, 
however, that these findings may be produced by 
inflamed glands. Roentgenography is of no aid in 
the diagnosis. 

The conditions simulating chronic appendicitis in 
childhood are: 

1. Other organic conditions in the right iliac 
region, such as enlargement of glands, kinking of 
the ileum or appendix, mobile cwcum, and an ad- 
herent Meckel’s diverticulum. ‘These can be dis- 
tinguished with certainty from chronic appendicitis 
and from each other only by exploration. 

2. Ureteral obstruction, especially that due to 
stone. Exclusion of this condition should be possible 
by examination of the urine and the urinary pas- 
sages. Roentgenography is of great aid. 

3. Pelvic affections in girls. These may be diag- 
nosed by bimanual rectal examination. Lf necessary, 
anesthesia may be induced. Ovarian pain for which 
there is no discoverable organic basis may occur in 
girls near puberty and simulate appendix pain. It 
usually ceases with the establishment of regular 
menstruation. 
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4. Intestinal colic. It may be impossible to dis- 
tinguish pain arising in the colon from pain of 
appendicular origin (appendicular colic). Intestinal 
colic is very common in childhood and is sometimes 
accompanied by vomiting. Frequently it recurs 
almost daily, sometimes after every meal, and is 
spoken of as ‘‘umbilical colic’? because the child 
refers the pain to the umbilicus. 

5. Attacks of acidosis. Slight attacks of acute 
appendicitis are often mistakenly regarded as 
“‘bilious attacks.” 

A diagnosis of chronic appendicitis can rarely be 
made with certainty without operation. Hutchinson 
advises exploration of the right iliac fossa. 

Of 305 cases of chronic appendicitis, only 33 were 
in children under fourteen years of age. Seventeen 
of the children were girls. In 17 of the cases in 
children the operation was performed a few weeks 
or at most a month or two after a definite acute 
attack of appendicitis which had subsided under 
medical treatment. In 5 cases the only lesion found 
was a subacute or chronic inflammatory change in 
the mesenteric glands, especially those of the ileo- 
colic angle. Five cases were those of girls thirteen 
years of age who had suffered from frequent attacks 
of pain in the right iliac fossa and lower abdomen. 
These attacks lasted only a few days. They were 
associated with vomiting and pain and, in some 
cases, with pyrexia, but the condition did not 
progress. In 4 cases there had been mild attacks 
suggestive of appendicitis, and at operation the 
appendix appeared to be slightly inflamed. In all 
of these the appendix was found to contain numerous 
thread worms. In 2 cases no pathological lesion of 
any sort was found, but the patient remained well 
after the operation. 

Bland-Sutton once spoke of the appendix as the 
“abdominal tonsil,” and it is possible that in some 
cases there is a mild attack of inflammation of the 
lymphoid tissue of the appendix. Sutherland sug- 
gested that there may be such a condition as 
rheumatic appendicitis, but he was unable to estab- 
lish it as a definite clinical entity. 

Low is of the opinion that appendicitis may be 
familial. He agrees that subacute and acute appen- 
dicitis cannot be differentiated from glandular 
inflammation, but concludes that glandular inflam- 
mation is an effect of the appendicular condition 
and that tonsillitis and appendicitis have the same 
causal origin. In many of his cases of appendicitis 
the tonsils had been removed or were removed a year 
or two after the appendectomy. Low does not sug- 
gest that involvement of one of these organs is 
responsible for involvement of the other, but he is 
of the opinion that there is some peculiarity in the 
adenoid tissue of both which renders them very 
vulnerable to infection. 

Waugh found in his cases of chronic appendicitis 
two specific types of inflammation—primary tuber- 
culous involvement and a primary streptothrix 
lesion of the appendix. The primary tuberculous 
affection was more common when the appendix 
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was in a hernial sac than when it was in the abdo- 
men. It attracted attention by the intensity of the 
pain unassociated with toxemia. In the abdominal 
type, operation revealed no tuberculous peritonitis 
with the exception of a few miliary tubercles on the 
cecum, and a cure was effected by removal of the 
grossly tuberculous appendix. 

In cases of primary streptothrix lesions of the 
appendix there was an evening temperature of 105 
or 106 degrees F. which dropped to 99 degrees F. in 
the morning and was associated with vague abdom- 
inal discomfort which could not be explained. There 
were no abnormal signs to point to primary abdom- 
inal disease. After about six weeks, there appeared 
a small, tender, circumscribed swelling in the abdo- 
men which suggested an encapsulated, chronically 
inflamed appendix. At operation, the planes of 
abdominal tissue were found to be of a glistening 
appearance. When the significance of this finding 
is not recognized, tumuli with crateriform openings 
will occur along the line of the scar or even in the 
chest wall after the lapse of several weeks and it 
will then be realized too late that the condition was 
an actinomycotic infection. ‘The attacks in such 
cases can be stopped by the administration of 
tincture of iodine in milk, according to the method 
of Nixon. Morris H. Kaun, M.D. 


Dukes, C., Morgan, C. N., and Gordon-Watson, Sir 
C.: Ossified Postrectal Recurrence from a 
Rectal Cancer. Brit. J. Surg., 1928, xv, 647. 

Perineal secondary deposits of carcinoma of the 
rectum are comparatively rare. In the case reported, 
in which the primary tumor was removed five years 
previously, a tumor of large size with ossification 
which grew in muscle and connective tissue and was 
surrounded by a thick capsule of fibrous tissue re- 
curred repeatedly without undermining the general 
health and without apparently causing any distant 
metastases. 

In the authors’ opinion, the ossification may have 
been due to the attachment of the edge of the tumor 
to the sacrum or the release of osteoblasts in the 
removal of the coccyx. SAMUEL Kann, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 
Cole, W. H., Copher, G. H., and Graham, E. A.: 
Simultaneous Cholecystography and _ De- 


termination of Hepatic Function. J. Am. M. 
Ass.,%1928, xc, L111. 


The various phenolphthalein dye tests for the 


determination of the excretory function of the liver. 


have been utilized extensively in clinical medicine, 
but, on the whole, have not been of much assistance 
so far as the diagnosis of common disorders of the 
liver and biliary tract is concerned. 

In using any of the phenolphthalein derivatives for 
the purpose of studying the excretory functions of 
the liver, it is necessary to employ those in which the 
halogen atoms are arranged according to the formula 


of phenoltetra-iodophenolphthalein, since it is only 
this group which stain the serum sufficiently to 
afford recognition of small quantities of dye. For 
purposes of studying the function of hepatic ex- 
cretion, it apparently makes little difference which 
halogen (chlorine, bromine, or iodine) is in the 
molecule, but for purposes of cholecystography it is 
essential that the halogen be either bromine or 
iodine. The latter is preferable since the chlorine 
derivatives are not sufficiently opaque to the 
roentgen rays to make the gall bladder visible. 

It occurred to the authors that the reason for the 
poor results in the determination of liver function 
might lie in the small amount of dye used, since the 
dose of phenoltetra-iodophthalein which is most 
suitable for cholecystography (0.04 gm. per kilo- 
gram) is at least eight times that recommended for 
most of the dyes used for functional hepatic tests 
(0.005 gm.). Later, the results of experiments sub- 
stantiated this theory for they showed that the use 
of a sufficiently large dose of dye is of value in func- 
tional excretory tests not only in the differentiation 
between malignant and inflammatory obstructive 
jaundice but also in estimating the operative risk in 
patients with diseases of the biliary tract. 

The largest amounts of dye retained have been 
found in patients having (1) jaundice due to ob- 
struction of the common duct with stone, (2)ca- 
tarrhal jaundice, (3) advanced cases of atrophic 
cirrhosis, and (4) duodenal ulcer accompanied by an 
inflammatory process in the gall bladder. The 
average figures for the retention of dye in the blood 
serum in these diseases are 55, 90, 47 and 58 per 
cent, respectively, one-half hour after the adminis- 
tration of the dye. All patients with cholecystitis 
and jaundice revealed a retention far above the 
normal, while about go per cent of all cases having 
cholecystitis without jaundice revealed a retention 
above normal, the average being 27 per cent one-half 
hour after injection. These observations seem to 
confirm the theory that in these cases there is an 
associated hepatitis. 

Patients suffering from carcinoma of the liver 
revealed a relatively low retention, the average being 
28 per cent one-half hour after injection. This 
difference in retention in cases of carcinoma as com- 
pared with cases of jaundice due to obstruction by 
stone in the common duct is frequently of great 
value in the differential diagnosis, the difference 
probably being adequately explained by the lack 
of necrosis of the liver cells in carcinoma except in 
advanced cases and by the presence of infection in 
cases of obstruction due to stone in the common 
duct. It is also significant that patients with en- 
larged liver due to cardiac decompensation present 
practically normal retention. 

In the authors’ cases, the greatest value obtained 
from readings on hepatic function was in the 
determination of operability. Of those patients in 
whom hepatic function had previously been de- 
termined, two died following cholecystectomy and 
one died following gastro-enterostomy for ulcer. 








208 


The amount of retention in these cases was 70, 90, 
and 75 per cent, respectively. Jaundice occurred 
only once and that was in a case of obstruction of 
the common duct by stone for which cholecystec- 
tomy and choledochostomy were performed. The 
authors believe that any patient who shows high re- 
tention of dye following the injection of phenoltetra- 
iodophthalein is a poor operative risk and should be 
given only the minimum amount of operative treat- 
ment. Furthermore, the patient’s condition should 
be re-enforced by such measures as intravenous 
injections of dextrose and transfusions. 
Harry W. Fink, M.D. 


Stewart, W. H., and Ryan, E. J.: Cholecystographic 
Studies After the Administration of Some of 
the Popular Cholagogues. Am. J. Roentgenol., 
1928, xix, 341. 

Chance observations made during the cholecys- 
tographic examination of a series of clinical cases 
following the administration of commonly used 
cholagogues seemed to disprove the general belief 
that these drugs increase the secretory activity of 
the liver and at the same time cause an increase in 
the flow of the bile by emptying the gall bladder. In 
order to ascertain the facts, careful investigations 
were made with the following drugs: calomel, 
sodium salicylate, sal cathartic, sodium phosphate, 
seidlitz powder, hydrochloric acid, podophyllin, 
pituitrin, bile salts, oleic acid, olive oil, olive oil 
emulsion, castor oil, and cod liver oil emulsion. 
The generally accepted cholecystographic obser- 
vations of Boyden relative to the emptying ef- 
fect of food on the gall bladder were taken as a 
standard. 

The procedure consisted in the administration of the 
sodium salt of tetra-iodophenolphthalein by mouth. 
The gall-bladder shadow obtained sixteen hours 
after the administration of the dye was used for 
comparison. After this sixteen-hour observation 
the drugs were given and frequent examinations 
were made at intervals of from one-half to eight 
hours, starvation being continued. Any changes in 
the size, shape, or density of the gall bladder were 
recorded. The findings with the different drugs are 
recorded in detail. The results of this study are 
summarized as follows: 

1. Of the fourteen substances used, the most 
constant response was obtained from oleic acid. 

2. Olive oil, pure or emulsified, showed some 
emptying power. 

3. With the exception of oleic acid, none of the 
drugs caused as great or as rapid emptying as a 
simple meal. 

4. No reaction whatever was obtained from cas- 
tor oil, sodium salicylate, bile salts, sal cathartic, 
seidlitz powder, or sodium phosphate. 

5. When podophyllin and dilute hydrochloric 
acid were given patients with a dilatable gall 
bladder the bile content was apparently increased. 

6. Calomel and pituitrin, although not causing 
evacuation, appeared to excite the gall bladder to 
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activity, as indicated by changes in size, form, and 
concentration. In’ some of the patients the occur- 
rence of a true peristalsis was suggested. 

ApoLpH Hartunc, M.D. 


Skinner, E. H., Lockwood, I. H., and Deweese, 
E.R.: The Failure of Cholecystographic Filling 
in the Presence of Acute Pyloric Pathology. 
Am. J. Roentgenol., 1928, xix, 340. 


In six of the authors’ cases in which there was 
active ulceration in the immediate prepyloric portion 
of the stomach the normal gall bladder failed to 
record its functional filling with sodium tetra-iodo- 
phenolphthalein administered orally. In thirty cases 
with chronic pyloric obstruction, massive malignancy 
of the stomach, or chronic duodenal ulceration with 
varying degrees of gastric retention, the tests of gall- 
bladder function were normal. 

These findings seem to indicate that the presence 
or absence of pyloric obstruction has no relationship 
to the functional roentgen test by the oral capsule 
method. The presence of chronic deforming patho- 
logical changes on either side of the pylorus without 
peritoneal irritation does not influence the roentgen 
gall-bladder test, but the presence of active patho- 
logical changes with peritoneal irritation or active 
penetrating lesions may interfere with the usual 
response of the normal gall bladder. The influence 
of the splanchnic nerves is offered as a possible ex- 
planation of this observation. 

Apoteu Hartunec, M.D. 


Case, J. T.: Tuberculosis of the Gall Bladder 
Bull. Battle Creek Sanit. & Hosp. Clin., Battle 
Creek, Michigan, 1928, xxiii, 71. 

Tuberculosis of the gall bladder is very rare. A 
recent review of the literature by Rankin and Massie 
and a critical analysis of cases on record which was 
made by Case show that only ten cases of tuberculo- 
sis primary in the gall bladder have been reported. 
As there is nothing characteristic in the symptoms of 
the condition, the diagnosis is usually made only at 
autopsy. 

The author reports the case of a woman fifty-nine 
years old who, for one year, had had epigastric dis- 
tress not characteristic of any definite pathological 
lesion in the upper abdomen. Physical examination 
was essentially negative except for marked abdom- 
inal tenderness and epigastric discomfort on palpa- 
tion. The opaque meal showed slight delay in the 
emptying time. Gastric analysis revealed hyper- 
acidity. The findings of examination of the urine, 
faeces, and blood showed no change from the normal. 

At operation, the gall bladder was found buried in 
dense adhesions and was removed. Macroscopic ex- 
amination showed it to be small and to contain 
caseous pus and a large, oval, pigment-and-cholester- 
in calculus. Its wall was greatly thickened. At its 
mouth, the cavity was completely obliterated by a 
mass the size of a hickory nut. Marked thickening 
andfpartial obliteration had occurred also in the 
cystic_duct. 
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Microscopic examination showed the gall-bladder 
mucosa to be almost entirely replaced by caseating 
tubercles. Only toward the neck of the organ were 
there any remains of the mucosal glands. The 
greater part of the mucosa of the fundus was in- 
volved by a caseating tuberculous ulcer. Through- 
out the entire gall-bladder wall were scattered case- 
ating miliary tubercles. In some areas, the tuber- 
culosis of the mucosa extended deep into the wall, 
forming fistulous tracts lined by caseous epithelioid 
tissue. In the smaller tubercles, giant cells were 
numerous. Toward the neck of the gall bladder, 
portions of the glandular mucosa showing numerous 
tubercles arising in the mucosa between the glands 
were still preserved. The muscularis and subserosa 
of the gall-bladder wall showed marked fibrosis. A 
few small miliary tubercles were found in the sub- 
serosa, but there was none on the peritoneal surface. 
The process diminished in intensity from the mucosa 
toward the serosa. 

The nine cases reported previously and the case 
reported in this article fall into two groups of the 
classification proposed by Simmonds and accepted 
by Aschoff: chronic tuberculous cholecystitis, eight 
cases; acute miliary tuberculosis with necrosis, two 
cases. 

To account for the rarity of the condition, it is 
presumed that the mucosa of the gall bladder pos- 
sesses a very high degree of immunity to infection 
by the tubercle bacillus, and that when tuberculosis 
develops in this organ it is an excretory infection 
caused by bacilli which enter the bile from a tuber- 
culous focus elsewhere in the body. 

Manvet L. Licutensten, M.D. 


Lewisohn, R.: Carcinoma of the Cystic Duct. 
Ann. Surg., 1928, |xxxvii, 460. 


The author reports a primary carcinoma of the 
cystic duct which produced hydrops of the gall 
bladder distending that organ to a point below the 
umbilicus. The mass in the cystic duct extended to 
within a fraction of an inch of the common duct. 
The entire mass was removed together with the 
cystic duct and gall bladder. ‘There were no metas- 
tases and no stones. The patient made an unevent- 
ful recovery. Paut W. Sweet, M.D. 


Chaton, M.: Clinical Signs of an Incarcerated but 
Mobile Stone in the Common Duct without 
Icterus (Manifestations cliniques d’un calcul incar- 
céré mais mobile dans la voie biliaire principale; 
lithiase du cholédoque sans ictére). Bull. et mém. 
Soc. nat. de chir., 1928, liv, 310. 


Cholecystectomy performed for gall stones in the. 
case of a woman fifty-one years of age was followed 
on the fifth day by icterus due evidently to a slight 
attack of cholangeitis. The jaundice soon dis- 
appeared, but a short time later attacks of colic 
began and increased in frequency and intensity. 
Ultimately as many as sixty attacks occurred during 
the course of a month and the patient was taking 10 
cgm. of morphine daily. These attacks were not 


accompanied by signs of retention. A diagnosis of 
movable calculus of the common duct was made 
and confirmed by operation. Since the second opera- 
tion the patient has been free from pain and has 
given up the use of morphine. Her general condi- 
tion is now excellent. 

In the author’s opinion, the attacks of pain were 
brought about when the mobile calculus obstructed 
the ampulla of Vater. The stone evidently floated 
free in the small amount of liquid contained in the 
duct. 

Chaton distinguishes three types of stones of the 
common duct: (1) mobile stones which pass out of 
the duct and cause hepatic colic; (2) fixed stones 
with chronic icterus, those responsible for the 
classical type of calculous obstruction of the common 
duct; and (3) stones which are displaced more or 
less easily in the bile but cannot escape from the 
duct and produce the syndrome of latent icterus. 
In cases of the last-mentioned type of stone the 
symptoms are somewhat analogous to those pro- 
duced by a movable calculus causing obstruction of 
the neck of the bladder. It is possible that in doubt- 
ful cases, sounding of the duodenum followed by 
the injection of magnesium sulphate might show 
interruptions in the rhythm of the passage of bile 
into the small intestine which are too brief to cause 
retention and icterus. 

An increase of the pain after cholecystectomy is a 
special feature of these cases. The gall bladder 
seems to regulate the bile tension and thereby to 
decrease the pain of peristalsis by decreasing the 
resistance of the contents. 

Auprey G. Morcan, M.D. 


Lindsay, E. C.: Multiple Pancreatic Calculi. 
Lancet, 1928, ccxiv, 700. 


The author reports the case of a man who sought 
treatment because of the occurrence, over a period 
of three years, of several attacks of severe pain in 
the upper part of the abdomen which radiated to 
the left side. There was no history of vomiting. 
During one of the attacks of pain a mass formed 
under the left costal arch. Later this apparently rup- 
tured and a laparotomy was done. Drainage of the 
lesser peritoneal sac was followed by recovery. Sub- 
sequently sugar was found in the urine, but although 
the diet was regulated and insulin was given, the 
patient’s condition failed to improve. 

The character of the pain and the evidence of 
pancreatic disturbance in the urine and stools sug- 
gested pancreatic calculi and this diagnosis was con- 
firmed by the roentgenogram which showed several 
shadows in the pancreatic area. 

At operation, many adhesions from the previous 
drainage were encountered and the entire pancreas 
was found enlarged. On palpation of the head, 
concretions could be readily felt. These were 
removed through an incision opening up the main 
duct. A small tube was then sutured in the duct and 
brought out through a stab incision. The gall 
bladder was also drained. 
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Convalescence was normal and uneventful. The 
patient is now in good health, but his diet is still 
being regulated and he is receiving insulin. 

In conclusion the author states that pancreatic 
disease should be suspected in cases of epigastric 
pain after the ingestion of food which culminates in 
severe colic with sweating but without vomiting 
and later radiates to the left side of the abdomen. 

Pancreatic calculi may be catarrhal in origin, the 
result of an ascending infection of the duodenum. 
Acute pancreatitis is probably of hamatogenous 
origin, either bacterial or the result of improper 
activation of trypsinogen by a perverted hormone. 

Cyrit J. Grasper, M.D. 


MISCELLANEOUS 


Carslaw, R. B.: Right-Sided Visceroptosis. ril. 
J. Surg., 1928, xv, 545. 

In the evolution of the colon in man, there is a 
gradual fixation by fusion and obliteration of the 
mesentery. Many variations in the colon, depending 
upon irregularities in the disappearance of the mes- 
entery, are found The most common is abnormal 
mobility of the ascending colon—the last part to be 
immobilized—due to persistence, in whole or in part, 
of the primitive mesentery. 

In association with irregularities in the process of 
mesenteric fusion, abnormal developmental mem- 
branes are found. These are due either to excess or 
failure of normal physiological fusion. 

In the majority of cases of general visceroptosis, 
the primary condition is right-sided ptosis. ‘The 
strain of the loaded and prolapsed ascending colon 
and cecum has not only a local effect, but also an 
effect on other viscera to which it is transmitted 
through the normal anatomical connecting links and 
the developmental membranes. Ptosis of the right 
kidney, duodenum, and stomach is thus secondary 
to abnormal mobility and prolapse of the ascending 
colon and cecum. 

Stasis, the result of ptosis, cannot be considered 
a simple problem in mechanics. Although purely 
mechanical kinking or traction may be an etiological 
factor in the production of stasis in the cecum, 
ascending colon, gall bladder, duodenum, and 
stomach, it is in many cases more reasonable to 
attribute the condition to inhibition due to sympa- 
thetic stimulation resulting from abnormal mesen- 
teric traction, either local or remote. 

Visceroptosis may be unaccompanied by any 
symptoms. The onset of symptoms, which syn- 
chronizes with the onset of stasis, usually occurs 
when the congenital ptosis is exaggerated. A definite 
train of characteristic symptoms may be attributed 
to abnormal mobility and prolapse of the ascending 
colon and cecum, and various clinical types, depend- 
ing chiefly upon the character of the pain, may be 
recognized. Great care must be exercised in deciding 
that the clinical condition in any particular case is 
due to visceroptosis and cannot be accounted for by 
other pathological conditions. 


If stasis in the ascending colon and cecum is al- 
lowed to persist, various secondary results may 
supervene. Stasis is generally admitted to be a 
factor in the production of gall stones and other gall- 
bladder conditions. There is also good reason for 
the belief that it is very frequently the primary 
factor in the causation of gastric and duodenal 
ulceration. Chronic duodenal ileus is usually not a 
separate clinical entity, but merely an advanced 
manifestation of right-sided ptosis. Mucous colitis 
is usually secondary to colonic stasis, and fecal 
stagnation or suppuration in a _wide-mouthed 
appendix is secondary to cecal stasis. 

Preventive treatment should be directed against 
the possible exaggeration of congenital ptosis by 
checking the occurrence of a faulty body formation 
of either the virginal or maternal type. If this fails 
and if stasis has ensued, an attempt should be made 
to restore the balance by non-operative procedures. 
If these are not successful, operative treatment is 
necessary. 

Operative treatment should aim at correcting the 
ptosis. When the ptosis is overcome, the stasis will 
cure itself, provided secondary changes are not too 
well established. In the correction of the ptosis, 
only the ascending colon and caecum need be dealt 
with. The right kidney and stomach will regain 
their normal position and functional activity without 
direct interference. The poor results which followed 
the operations of nephropexy and gastropexy were 
due to failure to recognize and correct the primary 
factor—the prolapse of the ascending colon. Failure 
to cure so-called chronic appendicitis by the removal 
of the appendix alone is due to failure to correct the 
position of the mobile caecum. 

If the secondary results of the stasis are not too 
far advanced, they may be cured by correction of the 
primary lesion. Thus marked gastric and duodenal 
stasis may be cured by a right colopexy without 
resort to gastrojejunostomy or duodenojejunostomy. 
Gastric and duodenal ulceration, if not too active or 
extensive, may be cured without either a partial 
gastrectomy or a gastrojejunostomy, and in cases of 
mucous colitis secondary to colonic stasis, colectomy 
is unnecessary. 

Fixation of the ascending colon and cecum by 
Waugh’s method is permanent and followed by 
permanent improvement in the functional activity 
of the colon, duodenum, and stomach, and in the 
position of the right kidney and stomach. The 
abnormal mentality associated with visceroptosis is 
usually secondary and although it is one of the chief 
obstacles to satisfactory treatment, should not be 
considered a contra-indication to operation. 

SAMUEL Kaun, M.D. 


Olmsted, H. C.: Non-Traumatic Lesions of the 
Diaphragm in Infancy and Childhood. Norti- 
west Med., 1928, xxvii, 169. 

Diaphragmatic herniz are of two types. In those 
of one type the abdominal organs escaping into the 
chest remain separated from the thoracic cavity by 
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a hernial sac composed of thinned-out diaphragm or 
its pleural or peritoneal covering. In those of the 
other type the escaping abdominal organs are not 
separated from the thoracic organs by a hernial 
membrane. Herniz of the first type are true herniz 
and practically limited to adult life, while those of 
the second type are false herniz and more frequently 
encountered in early life. 

Herniz of the second type are more accurately 
described as “‘congenital deficiencies of the dia- 
phragm,” and their origin is easily understood when 
the embryology of the diaphragm is considered. 

The size of congenital defects of the diaphragm 
varies greatly. In some cases, most or all of the 
diaphragm may be absent. The left leaf is much 
more frequently defective than the right, and 
deficiencies are much more liable to be located pos- 
teriorly than anteriorly. 

Symptoms of congenital defects of the diaphragm 
may not develop until months or years after birth. 
They include gastric distress after meals, vomiting, 
and frequently partial or complete intestinal ob- 
struction. Chest symptoms such an cyanosis and 
dyspnoea often predominate. The chest findings 
are not characteristic unless they change rapidly 
following the ingestion of fluid. Variability of 
the chest findings in relation to the taking of food 
should also suggest the possiblity of a diaphragmatic 
defect. 

X-ray examination is the most important aid in 
the diagnosis. At separate examinations, barium 
should be introduced into the stomach and colon 
and the position of these organs studied under the 
fluoroscope. As the barium may be delayed in reach- 
ing the portions of the stomach or bowel which have 
passed through the defect in the diaphragm, a 
series of films may be necessary. The treatment of 
congenital openings in the diaphragm which are 
producing serious symptoms is essentially surgical, 
and operative methods should be employed before 
an acute ileus develops or serious cardiorespiratory 
complications arise. As a rule the abdominal 
approach is employed, probably because most 
patients are operated upon for a complicating ileus, 


but the diaphragm is more accessible through a 
transthoracic route and this approach is preferred 
by most surgeons. When it is combined with the 
use of local anesthesia, it reduces the operative 
risk. 

Elevation of the diaphragm is defined as a high 
position of one-half of the phrenic leaf, not from 
displacement, but from acquired atrophy of the 
muscle fibers. The incidence of this condition is 
second only to that of diaphragmatic hernia and 
deficiencies. The cause is disputed, but the condi- 
tion is believed to be essentially congenital. Patho- 
logical examinations of elevated diaphragms show 
them to be thin and translucent and to have few 
or no muscle fibers. 

Symptoms may be entirely absent in this condi- 
tion, but usually disturbances of heart action and 
respiratory rhythm are produced by the intrathor- 
acic position of the abdominal organs. Ileus rarely 
occurs, but gastric distress is common. The physical 
findings are exactly the same as in defects of the 
diaphragm, and a careful X-ray examination is 
necessary to differentiate the two conditions. 
“ven for cases with considerable distress, most 
surgeons have held that there is no means of surgical 
aid. In the absence of symptoms, no treatment is 
required. 

Groove formation on the diaphragmatic surface 
of the liver has been studied chiefly by European 
pathologists as a postmortem curiosity. It is 
usually found in adult life and nearly always on 
the right lobe of the liver. The etiology is not 
known, but the causes probably include long- 
continued compression of the liver against the dia- 
phragm by a chronic cough, difficulty in respiration, 
and deformities of the thorax. Diaphragmatic 
grooves of the liver have never been demonstrated 
by X-ray examination. Apparently they are rarely 
encountered in infants and children. 

The author reports a case illustrating each of the 
following conditions: (1) congenital deficiency of 
the diaphragm, (2) elevation of the diaphragm, and 
(3) diaphragmatic grooves of the liver. 

Cyrit J. Grasper, M.D. 








GYNECOLOGY 


UTERUS 


Crossen, H. S.: Giving the Uterine Cancer Patient 
the Best Chance to Survive. South. M.J., 1928, 
XXxi, 300. 


Crossen describes in detail the plan of treatment 
for uterine cancer which has been worked out in the 
gynecological service at the Washington University 
Medical School and Barnes Hospital. 

In general the plan is to give a heavy dose of 
radium, as large as can be given without danger of 
sloughing into the bladder or rectum, and then follow 
this at a selected time by deep X-ray therapy of the 
highly penetrating type. In the exceptionally early 
cases in which operation is justifiable a heavy dose of 
radium is given a week or ten days before operation 
and X-ray therapy is employed following operation. 

Crossen states that when radium is applied within 
a cancerous mass and left there for a considerable 
time, two zones develop. In one zone there is com- 
plete destruction of all tissue, the width of this zone 
varying with the dose of radium and the method of 
screening. In the second zone the destruction is 
differential and only the cancer cells are killed. This 
differential effect is due to the fact that new cells are 
more susceptible to destructive influence than old 
cells and is responsible for the fact that the influence 
of radium is carried beyond the point where the 
knife can be used. 

The problem in the radium treatment of an exten- 
sive carcinoma of the cervix uteri is to give a suffi- 
cient dose of the penetrating gamma rays to destroy 
the distant cancer cells throughout the pelvis without 
causing beta-ray sloughing into the rectum, bladder, 
or ureters. In endeavoring to secure this effect four 
factors must be carefully considered: the metal 
screenings of the radium, the situation in which the 
radium is placed, the packing away of the adjacent 
organs, and the size of the radium dose advisable. 
Crossen says that the safe dose of radium varies from 
3,000 to 5,000 milligram hours. 

In order to prevent the radium from slipping out 
of place, a suture is passed through the sides of the 
cervix and a half knot is tied, thus closing the cervix 
below the radium. The suture is then tied securely 
over a small roll of gauze and the ends are left long. 
The outer portion of the suture is next tied about the 
end of the gauze roll and the gauze strip is finally 
packed into the vagina very firmly so as to push the 
bladder and rectum as far as possible from the ra- 
dium. When the packing is later removed the end of 
the suture is brought out with it. A blunt curved 
scissors is then introduced by touch and the ligature 
on the gauze roll cut. 

Since pyometra may occur as the result of the 
blocking of the cervical canal by the carcinoma, it is 


advisable to place a drainage tube in the uterine 
canal and leave it there after the radium has been 
removed. 

In all cases deep X-ray therapy is also used to 
assist in the devitalization of the scattered cancer 
cells lying beyond the area of concentrated radium 
effect. By means of cross-fire in various directions, 
large doses of radiation may be placed in the deep 
tissues. At present, evidence seems to indicate that 
concentrated radiation in the center of the pelvic 
cancer and diffuse X-ray radiation for outlying por- 
tions give a better chance of cure than either measure 
does alone. Rotanp S. Cron. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Moulonguet, P.: Intravaginal Prolapse of the Tube 
After Colpotomy (Prolapsus intravaginal de la 
trompe aprés colpotomie). Bull. Soc. d’obst. et de 
gynéc. de Par., 1928, xvii, 131. 


In 1924 the author performed a colpotomy for a 
pelvic hematocele resulting from the rupture of a 
tubal pregnancy. In the spring of 1927 the patient 
returned complaining of intense pain on coitus, less 
intense spontaneous pain, and the fact that she had 
not become pregnant again. Examination revealed 
at the site of the colpotomy scar a red fringed 
growth that resembled a papilloma but proved to be 
the prolapsed fimbria of the tube. The vagina was 
incised around it, the dissection carried into the 
pouch of Douglas, and the tube restored to its 
normal position. Recovery was uneventful, but the 
patient has not become pregnant and the author 
thinks there is little hope that she will do so. If 
she had not desired pregnancy and the other tube 
had not been removed previously, he would have 
resected the prolapsed tube. 

Intravaginal prolapse of the tube may occur after 
colpotomy or after vaginal hysterectomy with pres- 
ervation of the adnexa. It seems to be rare, however, 
as the author was unable to find any mention of it in 
the German or French literature. 

Aubrey G. Morcan, M.D. 


Molin and Condamin: The Late Results of Con- 
servative Operation for Salpingitis (Résultats 
éloignés des opérations conservatrices pour sal- 
pingites). Gynéc. et obst., 1928, xvii, 171. 

The authors state that conservative treatment of 
salpingitis is coming into greater favor, and as a 
contribution to the question of its value they 
report the results of examinations from six to seven 
years after conservative operation in fifty-one cases. 
All were cases of gonorrhceal infection, simple or 
complicated. Cases of tuberculous or puerperal 
infection were excluded. 
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The results were good or very good in thirty-nine 
cases, the patients having no symptoms or only very 
slight ones and being themselves satisfied with the 
outcome. In nine cases the results were mediocre; 
the patients are able to lead an active life, but have 
more or less intense pain which interferes with their 
work. In four cases the results were distinctly poor, 
the patients being truly ill. 

The operations are divided into three groups: those 
in which an effort was made to preserve the capacity 
for pregnancy; those in which menstruation was 
preserved; and those in which internal secretion 
alone was preserved. ‘Theoretically it should be 
possible to preserve the capacity for gestation, but 
practically, pregnancy rarely occurs after a conserv- 
ative operation for salpingitis. 

The majority of the operations were unilateral 
castrations. Of the twenty-five cases in which 
unilateral castration was done, the results were good 
in seventeen and poor in eight. In the cases in 
which menstruation was preserved, one or both 
ovaries and the uterus were preserved. In these 
cases there were five failures. In the seven cases in 
which the internal secretion alone was preserved 
there was only one failure. 

The cause of failure—the persistence of pain—was 
frequently the preservation of a tube that was 
in a doubtful condition. The authors often perform 
partial salpingectomy of a doubtful tube, leaving 
a part from 3 to 5 cm. long with a distal opening. 
Failures due to lesions of the ovaries are rel- 
atively rare. If the ovaries are large and cystic, 
they may be punctured or partially or totally 
removed through the vagina. The authors did not 
have any failures due to lesions of the uterus. 
Failures due to pelvic neuralgia are relatively com- 
mon. These may be due to inflammation in the 
pouch of Douglas, a condition which may be cured 
by the establishment of retro-uterine drainage 
through-the vagina. Metritis of the cervix or body 
of the uterus or uterine retrodisplacement may be 
treated by ordinary gynecological measures. 

The authors regard their results as sufficiently 
good to justify the further extension of conservative 
treatment in salpingitis. Auprey G. Morcan, M.D. 


Hirst, J. C.: The Clinical Use of Ovarian Follicular 
Hormone, with Special Reference to Functional 
Sterility. Am. J. Obst. & Gynec., 1928, xv, 487. 


Of seventeen women with sterility, five were 
treated with the female sex hormone primarily for 
menstrual disorders. Two of the five were not 
benefited. Of six who complained of a marked re- 
duction in menstruation, all were benefited and three 
conceived. Of six without a reduction of menstrua- 
tion, two conceived. There were five pregnancies, 
one woman conceiving twice. 

No ill effects, either local or general, resulted from 
the treatment. Large doses of the hormone, such 
as from 25 to 50 rat units daily in ten- to fifteen-day 
series each month, should help to regulate infrequent 
menstruation. In women with normal menstruation 


in whom all other possible causes of sterility were 
excluded, the female sex hormone was used with 
apparent success. In cases of menstrual irregularities 
it was effective after the administration of thyroid 
had failed. Normal menstruation is not greatly in- 
fluenced by the injection of the follicular hormone. 
All patients with sexual frigidity were relieved by it. 
For practical purposes, the hormone is best obtained 
from the placenta. E. L. Cornett, M.D. 


Brown and O’Keefe: Sarcoma of the Ovary with 
Unusual Oral Metastases. Ann. Surg., 1928, 
Ixxxvii, 467. 


The author reports a case of sarcoma of the ovary 
in a sixteen-year-old girl which formed metastases 
in the breast and several areas in the mouth. In 
smears from the metastatic areas in the mouth, 
diphtheroid growth, staphylococci, Vincent’s bacilli, 
and amoebz were found. The gum tissue showed 
merely round-cell infiltration with infrequent at- 
tempts at acinar formation. X-ray examination of 
the jaw revealed bone involvement. The localiza- 
tion of the metastases in the mouth was probably 
due to the trauma of an alveolar infection which 
was treated by extraction. Frozen sections of tissue 
from the ovary and breast showed the neoplasm to 
by a lymphosarcoma. Pau. W. Sweet, M.D. 


MISCELLANEOUS 


Hunner, G. L.: What the Gynecologist Should 
Know About Urology. Am. J. Obst. & Gynec., 
1928, XV, 453. 


Hunner states that the gynecologist must bear in 
mind that ureteral stricture is one of the most com- 
mon lesions of the abdominopelvic cavity. Because 
of the usual position of the stricture in the lower 
pelvis and its relations to the pelvic sympathetic 
nerves, and because of its effects on renal function, 
its symptoms are varied. The absence of patho- 
logical elements in the urine does not always exclude 
abnormalities of the urinary tract. Therefore in the 
examination of women with obscure symptoms in the 
abdominal, pelvic, or hip regions and those who still 
complain of their original symptoms despite one or 
more pelvic operations a careful examination of the 
urinary tract should be made. 

E. L. Cornett, M.D. 


Goullioud, Martin, and Michon: Endometriomata 
of Laparotomy Scars (Les endométriomes des 
cicatrices de laparotomie). Gynéc. et obst., 1928, 
XVil, 106. 

Three years and a half after an extensive myomec- 
tomy in which the uterine cavity was not known to 
have been opened, a woman thirty years of age 
developed a parietal fistula with menstrual oozing 
which persisted for several months. Later there 
developed in the lower part of the scar a small tumor 
which became painful and increased in size during 
the menstrual periods. Histological examination 
show the neoplasm to be an endometrioma. 
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The authors review twenty-six cases of endome- 
trioma of laparotomy scars collected from the 
literature of the last twenty-four years. Cure fol- 
lowed operation simply and quickly, but recurrences 
developed when removal was incomplete. In 
twenty of the twenty-four cases the uterine cavity 
was in direct or indirect communication with the 
laparotomy incision, a fact explaining the origin of 
the graft. This observation bears out Sampson’s 
contention that endometriomata of the abdominal 
wall are due to the parietal grafting of living frag- 
ments of endometrium. Pace. 


Ballin, M.: Menstrual Fistula of Postoperative 
and Endometrial Origin. Surg., Gynec. & Obst., 
1928, xlvi, 525. 

Ballin says that menstrual fistula occur in the ab- 
dominal wall and are characterized by a periodic dis- 
charge of menstrual blood. 


INTERNATIONAL ABSTRACT OF SURGERY 


Occasionally, menstrual fistula result from the 
spontaneous rupture of a pus tube or an extra- 
uterine pregnancy through the abdominal wall. Usu- 
ally, however, they follow operations, caesarean sec- 
tions, ventrofixations, and salpingo-ovariotomies and 
then either connect directly with the lumen of the 
tube or the uterine cavity or connect with menstru- 
ating endometrial enclosures in the laparotomy scar. 

Frequent complications, such as extensive intesti- 
nal adhesions and facal fistula, may occur and make 
the operative treatment somewhat difficult. 

The name “ menstrual fistula” and also ‘‘ menstrual 
tumor” for postoperative and endometrial enclosures 
is proposed by the author to emphasize the outstand- 
ing symptoms just as the terms “fecal fistula” and 
“urinary fistula” describe entities. 

Menstrual fistula and the endometrial tumors are 
painful and discharge more or less blood at the time 
of menstruation. H. VERNON Sims, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Chatillon, F.: Pregnancy and Delivery in Cases of 
Double Uterus (Grossesse et accouchement dans 
les utérus doubles). Rev. frang. de gynéc. et d’obst., 
1928, xxiii, 86. 

Pregnancy and delivery in four cases with various 
degrees of duplication of the uterus are reported. 
In the first two cases the uterus, cervix, and vagina 
were double. In the third, examination revealed a 
single cervix and two unequally developed horns of 
the uterus which give the organ the form of a heart. 
In the fourth case there was a bicornate uterus with 
a single cervix and a septum in the vagina; a myoma 
had developed in the left horn of the uterus. 

Such malformations of the uterus do not prevent 
the occurrence of repeated deliveries. In these four 
cases there had been three normal deliveries, two 
normal deliveries followed by manual removal of 
the placenta, two abortions, four transverse presen- 
tations, and one caesarean section. It therefore 
appears that complications and operations are more 
frequent in such cases than in those of pregnancy in 
a normal uterus. Labor is longer as the uterine 
musculature is defective, and manual removal of 
the placenta is often necessary. 

AupreY G. Morcan, M.D. 


Garfunkel, P.: Discussion of Extra-Uterine Preg- 
nancy on the Basis of the Material of the 
Gynecological Division of the Municipal Hos- 
pital of Rostov (Die Extrauteringraviditaet nach 
dem Material der gynaekologischen Abteilung des 
staedtischen Krankenhauses in Rostov am Don). 
Monatsschr. f. Geburtsh. u.Gynaek., 1927, \xxvii, 233 


From a review of 176 cases of extra-uterine 
pregnancy collected in the course of the last sixteen 
years the author concludes that in the great major- 
ity of cases the condition is due to a previous in- 
flammation of the adnexa. He therefore regards it 
necessary in operations for tubal pregnancy to in- 
spect the non-pregnant tube and if pathological 
changes are found to remove that tube also or to 
correct the lesion. In all doubtful cases, puncture of 
the pouch of Douglas should be done. If this yields 
positive findings, operation should follow not later 
than twenty-four hours. Menstrual bleeding begin- 
ning at the expected date cannot be regarded as 
proof of the absence of tubal pregnancy. 

Hevyn (G). 


Masson, J. C., and Simon, H. E.: Extra-Uterine 
Pregnancy: Lithopzdion. Surg., Gynec. & Obst., 
1928, xlvi, 500. 

The term “lithopedion” is applied to a fetus 
which has been retained within the maternal abdo- 


men and whose tissues have become more or less 
completely infiltrated with calcium salts. 

Nine lithopedions were observed in the Mayo 
Clinic in the period from 1903 to 1926, inclusive. 
Eight were discovered at operation and one was re- 
moved at necropsy from the abdomen of a woman 
who had died from carcinoma of the cesophagus. One 
hundred and seventy-four cases have been noted in 
the literature in addition to the nine cases reported 
by the authors. 

Lithopedions may be divided into three groups 
with regard to the structure involved in the process 
of calcification: (1) lithokelyphos, in which the 
membranes alone are calcified, (2) lithokelypho- 
pedion, in which both membranes and fetus are 
calcified, and (3) lithotecnon (true lithopadion of 
Kuechenmeister), in which the fetus alone is calcified 
and the membranes are absent or closely wrapped 
about the fetus. 

The symptoms caused by the presence of a litho- 
pedion are always typical, but the diagnosis is usu- 
ally not made prior to operation or necropsy because 
the condition is not borne in mind and the significant 
events in the history are not properly correlated until 
after the diagnosis has been established at operation. 
In the presence of a pelvic tumor which is unusually 
hard, especially when attended by symptoms, the 
possibility of the presence of a lithopadion should be 
considered. Roentgenograms constitute a valuable 
aid in the diagnosis. The treatment is usually sur- 
gical, the mortality rate is low, and the prognosis is 
good following removal. 


Brown, H. P., Jr.: Surgical Intervention in Extra- 
Uterine Pregnancy. Ann. Surg., 1928, lxxxvii, 581. 


The author has made a study of 109 cases of extra- 
uterine pregnancy observed at the Pennsylvania 
Hospital during the past nine years and in this 
paper discusses the atypical features of these cases. 
He emphasizes the difficulties of diagnosis and says 
that too much reliance should not be placed on the 
menstrual history and on the fact that the patient 
has not had previous pregnancies. In those cases 
which present symptoms of bleeding, Brown favors 
immediate operation without waiting for the patient 
to recovery from shock. 

ABRAHAM A, Braver, M.D. 


“Roume and Lamarque: Approximate Measure- 


ments of the Pelvis Furnished by Radiopelvi- 

metry (De l’approximation des mesures fournies 

par la radiopelvimétrie). Bull. Soc. d’obst. et de 
gynéc. de Par., 1928, xvii, 272. 

In recent years the authors have measured the 

pelvis by the method of intersection of conical pro- 

jections, but have found that, although this method 
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is mathematically exact, considerable errors may be 
made in its execution. It consists in taking two 
roentgen proofs of the pelvis from two points, the 
coordinates of which in space are known, and deter- 
mining the size of the pelvis by methods of descrip- 
tive geometry. Errors in the result are caused by: 
(1) errors in the apparatus due to the fact that the 
source of light is not a point but an elliptical sur- 
face; (2) error in the determination of the coordinates 
in space; (3) failure of the subject to remain motion- 
less for the necessary length of time; (4) the thick- 
ness of the tissues in pregnancy which blurs the 
clearness of the pictures; and (5) errors in the con- 
struction of the outline due to the fact that the out- 
line of the superior strait is not a geometrical line 
but a curved surface. Even when the determinations 
are made under the best conditions on a dry pelvis 
there may be an error of from 2 to 3 mm., and in the 
case of the living subject it may be even greater. 
Therefore radiopelvimetry cannot replace clinical 
measurement for the anteroposterior diameter, 
though it shows the general form of the superior 
strait better than clinical measurement. 

In the discussion of this report, DeELMaAs agreed 
that the anteroposterior diameter can be measured 
with about equal accuracy by digital examination, 
but that radiopelvimetry is of value in determining 
the transverse and oblique diameters of the superior 
strait. Auprey G. Morcan, M.D. 


Miller, C. J.: Hamorrhagic Complications of the 
Later Months of Pregnancy. New Orleans M. & 
S. J., 1928, Ixxx, 637. 

In this article the author considers the problem of 
such complications as placenta previa and pre- 
mature separation of the placenta and says that a 
presumptive diagnosis of placenta praevia should be 
made in any case of painless, causeless bleeding after 
the sixth month of pregnancy. 

In the management of cases of placenta praevia 
Miller considers that hospitalization is of prime 
importance. The problem of controlling the hem- 
orrhage varies depending on whether or not the 
fetus is viable. If a central type of placenta previa 
occurs in a primipara with rigid soft parts and if the 
fetus is viable, then infection may safely be ruled 
out and cesarean section may be performed. Vaginal 
section is never considered by the author. 

The problem of premature separation of the nor- 
mally implanted placenta is fully considered, as 
Miller believes that more radical treatment is nec- 
essary in such cases. Casarean section and hyster- 
ectomy should be resorted to if hemorrhage is not 
promptly checked after delivery. In conclusion, 
however, Miller condemns hysterectomy as a means 
of preventing sepsis. | Apranam A. Braver, M.D. 


Roques, F.: Pregnancy and Epidemic Encephalitis. 
Proc. Roy. Soc. Med., Lond, 1928, xxi, 1053 


From a review of his own cases of epidemic enceph- 
alitis complicated by pregnancy and those reported 
by others, Roques has come to the conclusion that 


the severity of the disease is not aggravated by preg- 
nancy and that its mortality is no higher among 
pregnant women than among adults in general. He 
has found also that labor and the puerperium do not 
affect the condition adversely, and that interruption 
of the pregnancy usually does not improve the prog- 
nosis. Inthe casesof women who are only moderately 
ill, spontaneous premature delivery occurs rather 
frequently, but in those of women who are very ill, 
death generally results before delivery. Women in 
whom the condition is mild usually go to term and 
are delivered normally. Occasionally, the fetus dies 
in the uterus. On account of the effect of the con- 
dition on the sensorium, labor is exceptionally easy 
and may be practically painless, even in the cases of 
primipare. Delivery without the patient’s knowl- 
edge has been reported. The puerperium is usually 
devoid of complications other than those developing 
from the encephalitis. 

Of the sequela, the parkinsonian syndrome is of 
chief importance. This developed in 80 per cent of 
the author’s cases, whereas in the Sheffield series 
without pregnancy it developed in only 29 per cent. 
The parkinsonian syndrome usually follows the acute 
phase rather closely, but may be delayed for months 
or years. In some instances it did not develop until 
the occurrence of a subsequent pregnancy. Delivery 
is often the exciting factor. As a rule it does not 
cause sterility. It usually becomes aggravated dur- 
ing pregnancy. 

The child is not adversely affected by the enceph- 
alitis even when the parkinsonian syndrome has 
developed. In twenty-seven of thirty-three cases, a 
healthy infant was delivered at term. As a rule, the 
postnatal condition of the child is good, but epidemic 
encephalitis neonatorum has been established as a 
definite clinical entity. There is both clinical and ex- 
perimental evidence that occasionally the virus can 
make its way across the placental barrier. 

The diagnosis is usually easy, especially during an 
epidemic, but the condition may simulate pre- 
eclamptic toxemia, toxemic vomiting, or even 
eclampsia. Occasionally it may be mistaken for 
some accidental condition such as scarlet fever, 
appendicitis, etc. 

The treatment depends upon the particular case. 
As a prophylactic measure against the development 
of parkinsonism, women recovering from acute en- 
cephalitis should be warned not to become pregnant 
until four years after recovery. The same warning 
should be given to women who have already de- 
veloped the syndrome. When cesarean section is 
performed on a woman with the parkinsonian syn- 
drome who already has borne children, the patient 
should be sterilized at the same time. When a 
woman with the syndrome becomes pregnant, care- 
ful supervision with interference on the slightest in- 
dication is necessary. When parkinsonian symptoms 
develop coincidently with the occurrence of preg- 
nancy, the induction of labor is indicated. When 
pregnancy supervenes after an attack of acute en- 
cephalitis, the patient should be carefully watched 
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and active treatment should be considered if the 
parkinsonian syndrome develops. In cases of preg- 
nancy complicated by acute encephalitis, the induc- 
tion of abortion or of premature labor is not in- 
dicated; neither is caesarean section except in an 
occasional very severe case in which there is no hope 
of saving the life of the mother. The acute cases 
should be very carefully watched for the onset of 
labor, which may occur and be completed without 
the knowledge of the mother. The second stage 
should be as short as possible. E. L. Kino, M.D. 


Mcllroy, A. L.: Gonorrhoea as a Complication in 
Pregnancy, Labor, and the Puerperium. 
Internat. J. Med. & Surg., 1928, xli, 169. 

Rorke, M.: The Antenatal Treatment of Gon- 
orrheea. Internat. J. & Surg., 1928, xli, 174. 


McIrRoy states that in the Obstetrical Venereal 
Disease Department of the Royal Free Hospital of 
London, 324 cases of pregnancy complicated by 
gonorrhoea, including 36 with syphilis in addition, 
have been treated without a single maternal death. 
He gives an outline of the management of these 
cases and offers suggestions based upon a study 
covering a period of seven years. 

The Venereal Disease Department of the Obstet- 
rical Unit is an isolated ward with five beds which 
has no communication with the maternity wards. 
It is fully equipped with every modern necessity 
for independent operation and every facility to 
maintain the highest degree of asepsis. 

When a patient comes to the Antenatal Clinic 
and venereal disease is suspected, she is referred to 
the Venereal Disease Department for diagnosis and 
treatment by Rorke. The treatment of venereal 
diseases is never undertaken by the Obstetrical 
Unit, but the patient is seen at intervals by the 
obstetrical staff in order that the progress of her 
pregnancy may be kept under observation. When 
such a patient enters the hospital she is still under 
Rorke’s supervision for the venereal condition. 
Rorke pays a consultation visit once a week and 
superintends the carrying out of all venereal disease 
treatment. After discharge from the wards, the 
mother and her baby are sent to the Venereal 
Disease Clinic for further treatment if necessary. 
Because of lack of accommodation, severe cases of 
sepsis are sent to the infirmary. Cases of ophthalmia 
neonatorum are sent to St. Margaret’s Hospital. 

In the 36 cases of pregnancy complicated by both 
gonorrhcea and syphilis there were 2 early abor- 
tions and 34 deliveries. Twenty-four of the infants 
delivered spontaneously were normal and 5 had 
ophthalmia neonatorum. There was 1 stillbirth. 
Two of the infants were macerated and 2 died. 

The total number of deliveries included 197 
spontaneous labors with a normal puerperium, 73 
spontaneous labors with pyrexia in the puerperium, 
and 31 complicated labors with a normal puerpe- 
rum. Of the women with pyrexia, 20 had sapremia; 
5, septicemia; 37, cystitis; and 19, breast com- 
plications. 


In the 324 deliveries there were g stillborn infants, 
including 1 postmature child, 3 macerated infants, 
6 neonatal deaths, and 306 infants which survived 
Of the latter, 17 had ophthalmia neonatorum. 

RorkeE, Chief of the Female Venereal Disease 
Department of the Royal Free Hospital, says that 
the cases admitted to this department include cases 
referred from the antenatal department as sus- 
picious; those of unmarried pregnant women sent 
for examination from maternity and rescue homes; 
those of women previously treated for gonorrhoea who 
have become pregnant; and those of women who 
believe they have venereal disease. Many of the pa- 
tients referred are not suffering from gonorrheea. 

The most common types of discharge are due to 
gonorrhoea, either acute or chronic; bacillus coli 
infections; mucopurulent discharges secondary to 
severe varices and lack of cleanliness of the vulva; 
discharges associated with small cervical polypi; 
discharges in a pregnancy following a septic puerpe- 
rium; discharges accompanying gross sepsis of the 
teeth or tonsils; and non-venereal discharges due 
mainly to an excess of Doederlein bacilli. 

The treatment of gonorrhoea in pregnancy must 
frequently be modified to meet the patient’s ability 
to comply with the requirements. Each patient is a 
separate problem, and a correct understanding of 
her mental attitude is of the greatest importance to 
secure her confidence and coéperation. The unmar- 
ried woman can usually comply more readily with 
the demands of treatment than the married woman. 
If the patient is unable to remain at home under 
hygienic conditions and at rest, she is admitted to a 
hospital where such cases are treated or taken by a 
worker to a place selected. The married woman often 
cannot be treated as regularly or as frequently as is 
necessary either because of ill health, the distance 
of her home from the hospital, or the claims of her 
husband and children. Intelligent treatment in- 
cludes the provision of facilities for confinement 
which are suitable from the obstetrical standpoint 
and satisfactory also to the patient. Successful 
treatment requires: 

1. A Wassermann test. 

2. In acute gonorrhoea, rest in bed for three or 
four weeks. If this is impossible, the patient should 
follow the advice regarding rest to the best of her 
ability. 

3. Regular, complete evacuation of the bowels 
and urinalysis. These are necessary to guard against 
a superimposed cystitis or pyelitis due to bacillus 
coli infection. The venereal disease officer should 
watch out for such complications and either deal 
with them quickly himself or refer the patient to 


‘the obstetrician. 


4. A daily bath. In cases of profuse discharge, 
douching and antiseptic irrigation are indicated. 
This treatment must be given by a nurse. No preg- 
nant woman can safely or satisfactorily douch her- 
self. If the urethra is infected, urethral lavage with 
a special catheter, tubing, and funnel every day or 
four times a week is necessary. 
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5. Great gentleness in the insertion of a tampon 
or painting of the cervix with the use of probes. 

6. Measures to keep the vagina and vulva dry. 

Rorke usually employs vaccine therapy and in 
very acute cases a non-specific protein and vaccine. 
Two or three doses of the non-specific protein are 
given first, and after a lapse of several weeks a 
few doses of the vaccine at weekly or ten-day 
intervals. 

In pronounced, persistent cases of gonococcal 
urethritis in primipara, diathermy to the urethra 
has given excellent results. 

For a satisfactory outcome the following condi- 
tions must be fulfilled: 

1. The child must be free from ophthalmia. 

2. The mother’s pelvis after the puerperium must 
be in as good condition as that of an uninfected 
mother who has had the same type of delivery. 

3. A complete cure of the infection must be 
obtained by continuous treatment so that within 
six months after delivery the mother may be 
discharged free from infection as indicated by re- 
peated tests and observation for some time without 
treatment. PETER GRAFFAGNINO, M.D. 


Serdukoff: Artificial Abortion as a_ Biological 
Trauma and Its Sequelz (L’avortement artificiel 
en tant que traumatisme biologique et ses suites). 
Gynéc. el obst., 1928, xvii, 196. 

Serdukoff reports that there has been a progres- 
sive increase in the number of induced abortions in 
Moscow. In 1926, there were 25,593. This increase 
has not decreased the number of deliveries as the 
latter is increasing in proportion to the increase in 
the population. 

From the biological point of view, artificial 
abortion suppresses the trophic influence of the 
hormones of the corpus luteum, placenta, and fetus, 
and the internal secretion of the uterus. As a result 
of this traumatism, particularly in women of an 
asthenic, infantile type, there occurs an involution 
of the genital organs that goes beyond the limits of 
the normal. The author describes three types of 
uterus resulting from the trauma of abortion: an 
infantile, fibro-atrophic uterus, a small atrophic 
uterus, and a fibrometropathic uterus. He states 
that early artificial abortion in women seventeen 
or eighteen years of age, even if there is no inflam- 
mation, causes a sterility that cannot be overcome. 

Auprey G. Morcan, M.D. 


Godlewski, E.: Fibroma and Pregnancy (Fibrome 
et grossesse). Bull. Soc. d’obst. et de gynéc. de Par. 
1928, xvii, 271. 

The patient whose case is reported was a woman 
thirty-one years of age who had been married for 
nine years but had had no children. For about a 
year her menstrual periods had been irregular. In 
April she began to have pain in the abdomen but 
her abdomen did not enlarge. Her last menstruation 
occurred July 7. On September 2, she had a slightly 
hemorrhagic discharge. She came for examination 





on September 12 on account of intolerable pain. 
Examination revealed a tumor the size of an adult’s 
head, wedged in the pelvis. A diagnosis of fibroma 
was made with uncertainty as to the presence of 
pregnancy. 

Laparotomy was done on September 17. Incision 
of an ovary revealed a corpus Juteum of pregnancy. 
It was impossible to remove the tumor with pres- 
ervation of the pregnancy as the wall of the uterus 
was involved in the fibrous mass. The posterior wall 
of the uterus was fibrous, but showed no trace of 
myoma. The anterior wall of the lower two-thirds 
of the uterus was very thin. The uterine cavity 
contained an embryo. The pregnancy could not 
have gone to term on account of the impaction and 
beginning necrosis of the tumor. 

Auprey G. Morcan, M.D. 


Reeb: Displacement of Fibromata During Preg- 
nancy (A propos du déplacement des fibromes au 
course de la gestation). Bull. Soc. d’obst. et de gynéc. 
de Par., 1928, xvii, 167. 

Fibromata in the lower part of the body of the 
uterus or in the cervix sometimes rise during the last 
few days of pregnancy or during labor. The author 
recently reported a case in which this occurred. In 
this article he reports two cases in which several 
fibromatous nodules changed their position with 
regard to each other during the early months of 
pregnancy, the change being due to hypertrophy of 
the normal parts of the uterus between the tumors. 
During pregnancy, the middle and upper parts of 
the uterus increase in size more rapidly than the 
lower part, so that even in the early stages fibromata 
in the upper part of the uterus move upward while 
those in the lower part remain in the same position. 
This change in the relative position of fibromatous 
nodules may help in the diagnosis of pregnancy in a 
fibromatous uterus. 

In another case reported by the author a different 
kind of displacement of fibromatous nodules was 
brought about by torsion of the uterus from right to 
left of more than 90 degrees. During a series of 
examinations, four of five fibromata passed from 
right to left. The author explains the torsion by the 
assumption that the fibroma originally on the left 
was larger and higher up than the others. The 
greatest hypertrophy of the uterus therefore took 
place on the right side which did not contain any 
tumors. At about the fifth month, the growing 
uterus encountered a resistance on the right and 
turned toward the direction of least resistance, that 
is, toward the anterior wall of the abdomen. The 
rotation, thus begun, continued until it reached 
more than 90 degrees and brought the fibromata in 
the lower posterior part of the pelvis, where they 
could not at first be palpated, into a position where 
their presence could be diagnosed. ‘The single 
fibroma on the left would probably not have inter- 
fered with normal delivery, but the presence of the 
other tumors rendered operation necessary. 

Auprey G. Morcan, M.D. 
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Fleurent: Cases of Fibroma Operated upon During 
Pregnancy (Quelques cas de fibroma opérés pendant 
la grossesse). Bull. Soc. d’obst. et de gynéc. de Par., 
1928, xvii, 165. 

Fleurent reports five cases of operation for fibroma 
during pregnancy. These show that the diagnosis 
of fibroma complicating pregnancy is not always 
easy. In two of the five cases a diagnosis of ovarian 
tumor was made. Frequently a fibroma associated 
with pregnancy is confused with ovarian cyst and an 
unnecessary operation is performed, but this error is 
better than failure to operate when a cyst is present. 
In one of the author’s cases, torsion of the pedicle 
was suspected because of signs of irritation of the 
peritoneum. No explanation of these signs was 
furnished by either the operation or the macroscopic 
and microscopic examination of the tumor. Since 
the treatment of this case, Fleurent has seen a 
similar attack of peritonitis in a woman six months 
pregnant who had a number of fibromatous nodules 
scattered through the uterus, one of which was 
particularly painful on palpation. A few days of 
absolute rest overcame the symptoms and a normal 
delivery resulted. 

Myomectomy should not be performed during 
pregnancy unless it is necessitated by serious com- 
plications. In three of the author’s cases there were 
signs of compression, an absolute indication for 
operation. In the other cases, myomectomy was 
performed on the diagnosis of tumor of the adnexa. 
In two cases, the operation was difficult; it was 
particularly difficult in the second case in which the 
fibroma was intraligamentous and its removal 
caused serious hemorrhage. In these two cases, how- 
ever, the pregnancy was carried to term while in 
the others, in which the prognosis seemed to be 
better, abortion occurred. 

Auprey G. Morcan, M.D. 


Michel, G., and Vermelin, H.: A Parovarian Cyst 
with Torsion of the Tube at the Beginning of 
the Ninth Month of Pregnancy (Kyste du paro- 
vaire avec torsion de la trompe au début du 9¢ mois 
de la gestation). Bull. Soc. d’obst. et de gynéc. de 
Par., 1928, xvii, 157. 

The authors report the case of a woman who was 
sent to the hospital early in the ninth month of 
pregnancy with a diagnosis of appendicitis following 
an attack of intense pain, vomiting, and diarrhoea. 
Laparotomy revealed a large amount of fluid in the 
peritoneal cavity, a tumor the size of an orange 
around the right fallopian tube, and two spiral 
turns of the tube just before its point of entrance into 


the tumor. The tumor was excised with removal _ 


of a part of the normal right ovary. After the op- 
eration the patient was kept under the influence of 
morphine for a week and the pregnancy continued to 
term. 

The difficulty in the diagnosis is not surprising 
as there was nothing particularly characteristic 
about the symptoms. As the cyst had a posterior 
location, it could not be palpated. The most im- 


portant symptoms were the peritoneal reaction, the 
constant tension of the pregnant uterus, and the 
diffuse pain due to the intraperitoneal effusion com- 
ing from the twisted and infiltrated tube. The rela- 
tion of the cyst, ovary, and tube to each other 
showed that the tumor was a parovarian cyst that 
had developed from embryonic rests of the wolffian 
body. The thickness of the cyst wall indicated that 
the cyst had been present before the pregnancy be- 
gan. It probably at first lay in the pelvis, but was 
pulled up into the abdomen by the broad ligament 
to which it was adherent. 
Auprrey G. Morcan, M.D. 


Lemeland and Didier: A Case of Pelvic Thrombo- 
phlebitis Which Began During the Last Days of 
Pregnancy; Hysterectomy and Resection of 
the Veins; Recovery from the Operation; 
Death Two Months Later from Gangrene of 
the Lung (Sur un cas de thrombo-phlébite pel- 
vienne ayant débuté dans les derniers jours de la 
gestation; hystérectomie et résection veineuse; 
guérison chirurgicale; mort deux mois aprés de 
gangrene pulmonaire). Bull. Soc. d’obst. et de Par., 
1928, xvii, 135. 

The authors’ case was that of a woman twenty- 
six years of age who gave a history of pleurisy on the 
right side at the age of twenty-two years. In July, 
1926, the patient was delivered of a male child by for- 
ceps without re-awakening of the pulmonary lesion. 
When the authors first saw her in January, 1927, 
she was in the second month of a second pregnancy. 
She was then emaciated and in poor general condi- 
tion, but examination showed no activity of the 
pulmonary process. On August 0, after a few con- 
tractions of the uterus, the patient experienced 
intense pain along the right border of the uterus. 
This was followed by copious sweating and a tem- 
perature of 38.5 degrees C. The pain persisted, and 
on August 19 was accompanied by a chill. Examina- 
tion at that time was negative. On August 21, the 
patient was delivered spontaneously of a male 
infant, but after her delivery she continued to suf- 
fer intense pain along the right border of the uterus 
associated with chills and fever. In the right cul- 
de-sac, a doughy infiltration could be felt. On the 
night of August 23 another chill occurred with high 
fever and intense pain. 

At operation, performed on August 24, the right 
utero-ovarian vessel was found swollen and hard. 
Resection of the thrombosed vein was done, a 
Mikulicz drain inserted, and the wound closed. 

Recovery from the operation was uneventful, but 
on the night of August 27 the patient had an attack 
of pulmonary embolism. Death occurred on Octo- 
ber 15, following signs of gangrene of the lung. 

The authors conclude that the thrombophlebitis 
began with the pain of August 9. They believe their 
method of treatment was justified in spite of the 
fact that the patient died. Brindeau, Jeannin, and 
Chromé advise against operation in acute phlebitis, 
but in the case here reported the operation was 
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followed by a good recovery. In the author’s opinion, 
the embolism may have been due to insufficient 
resection of the veins and the fact that the patient’s 
resistance was low on account of her tuberculous 
infection. Auprey G. Moraan, M.D. 


LABOR AND ITS COMPLICATIONS 


Reeb, M.: True Adherent Placenta; Placenta 
Accreta (L’adhérence vraie du placenta; placenta 
accreta). Gynéc. et obst., 1928, xvii, 8t. 


The placenta accreta reported in this article was 
observed by Reeb in the course of a casarean sec- 
tion. The separation was observed with the naked 
eye. The presence of uterine infection led to cer- 
tain conclusions as to the pathogenesis of the con- 
dition. All of the histological examinations were 
carried out on specimens in good condition. The 
woman recovered. 

In the attempted manual separation of the 
placenta after the casarean section only a few of 
the cotyledons could be separated easily; extrac- 
tion of the others required force or was altogether 
impossible. Amputation of the uterus was neces- 
sary. 

In some parts of the specimen the exposed 
uterine muscle could be seen; in others, the cotyl- 
edons were anchored in the muscular layers, which 
they penetrated more or less deeply. Toward the 
fundus, where the placenta was still adherent, the 
uterine muscle was extremely thin. In other areas 
the surface of separation was almost smooth and 
the muscle was of normal thickness. These findings 
prove that the adherence was of different de- 
grees. 

Microscopic examination explained the variability 
in the degree of the adherence. The few cotyledons 
which were easily detached were covered by a thin 
layer of compact decidua visible to the naked eye. 
The maternal surface of those which could be 
extracted showed a thin pellicle of compact decidua 
or spurs and bands of more or less degenerated 
muscle tissue in a state of colliquation which were 
torn out with the cotyledon. Between the muscular 
tissue and the villi there was no layer of compact 
decidua and no trace or spongy decidua. This was 
true also in the cotyledons which remained attached. 
There was no trace of inflammation. In the lower 
portions of the uterus, away from the placenta, the 
decidua vera was the site of an acute inflammation 
which extended to the superficial muscle layers 
and was characterized by large masses of fibrin, a 
very dense infiltration of polynuclears, miliary ab- 
scesses, and the presence of cocci. This inflamma- 
tion had completely destroyed the entire decidua so 
that it was impossible to ascertain whether, here 
also, the decidua had been hypoplastic in the first 
place. 

Reeb compares his case with the cases reported 
in the literature. Only six women with placenta 
accreta survived. The others died of hemorrhage 
during or immediately after vain attempts at 


artificial delivery. Some of them died after a vaginal 
extirpation of the uterus undertaken when they had 
lost too much blood. One died of peritonitis follow- 
ing vaginal extirpation. The author concludes that 
as soon as the diagnosis is made a supravaginal 
amputation should be performed. PACE. 


Danforth, W. C.: Immediate Repair of the Cervix 
After Labor. Am. J. Obst. & Gynec., 1928, xv, 505. 


To ascertain the frequency of cervical laceration 
in labor the author examined the records of 975 
private obstetrical cases. Five hundred and forty- 
eight of the women were multipare. Caesarean sec- 
tion was done 36 times, and manual dilatation— 
always of the effaced and partly dilated cervix—17 
times. Bags were used 18 times. When all cases in 
which manual dilatation, even of the least degree, 
was done, all those in which a bag was used, and all 
those of cesarean section are excluded, 904 cases 
remain. In no instance were high forceps employed. 
Version was done 25 times. 

Lacerations of the cervix of a degree seeming to 
warrant attention were found in 102 cases, of which 
69 were those of primipara and 33 those of multi- 
pare. Of the 102 lacerations, 24 were found on the 
right side of the cervix, 19 were on the left side, and 
26 were bilateral. In 39 cases the record indicated 
that a tear had occurred but did not state upon 
which side. In 3 cases there was a tear of the poste- 
rior lip of the cervix. In 58 cases the tear was less 
than 2 cm. long. Of the 44 tears 2 cm. or more in 
length, 10 were 3 cm., 2 were 4 cm., and 1 was 5 
cm. long. In Danforth’s cases, tears 2 cm. in length 
or longer are sutured. Those of less extent may or 
may not be sutured, according to their apparent 
tendency to fall together or to gape. Interrupted 
sutures are best. They should be placed about 1 cm. 
apart and should be tied only tightly enough to 
produce apposition. 

Following Danforth’s report, BAcon discussed 
the possibility of determining whether a tear in the 
cervix will occur. 

DELEE agreed with Danforth as to the importance 
of sewing up cervical lacerations. He stated that in 
his experience the frequency of cervical tears is 
much greater. 

Davis asserted that more injury to the cervix 
occurs in cases with premature rupture of the 
membranes followed by complete delivery without 
the use of the bag than in those in which the bag is 
employed. 

REED stated that he believes the opinion prevail- 
ing among obstetricians that the cervical repair 
should await the end of the child-bearing period is 
well founded. 

STEIN advanced the opinion that a 2-cm. tear is 
sufficient for repair. 

HrpBeErT said that in examinations of foreign 
women in the dispensary a cervix is often found 
lacerated in several directions and the tears fre- 
quently extend far out in the lateral fornix. 

E. L. CornELL, M. D. 
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PUERPERIUM AND ITS COMPLICATIONS 


Michel, G., and Guibal, J.: A Parovarian Cyst with 
Torsion During the Puerperium (Kyste paro- 
varien tordu au cours du post-partum). Bull. Soc. 
d’obst. et de gynéc. de Par., 1928, xvii, 159. 


The authors report the case of a primipara whose 
delivery was followed fifteen days later by a sudden 
intense pain in the left iliac fossa associated with 
vomiting and a fever of 39 degrees C. On the 
patient’s admission to the hospital, examination 
revealed rigidity of the muscles on the left side and 
infiltration of the left iliac fossa. The uterus was 
pushed to the right by a swelling in the left cul-de- 
sac which seemed to continue beneath Poupart’s 
ligament. Movement of the uterus was limited and 
painful. Under ice and protein therapy the fever 
fell, the vomiting stopped, and the swelling in the 
left iliac fossa receded. Two months later nothing 
remained but a tumor the size of an orange in the 
left iliac fossa, distinctly separated from the uterus. 
Operation showed this to be a parovarian cyst with 
torsion of the tube. The ovary was found to be of 
normal size. 

The symptoms in this case suggested a phlegmon 
of the upper part of the broad ligament, and this 
was the diagnosis made on the patient’s admission 
to the hospital. Torsion is rather rare in parovarian 
cysts because of the location of such cysts in the 
broad ligament. Ovarian tumors undergo torsion 
rather frequently during the puerperium because 
of their mobility. The high fever and serious signs 
of infection in the case reported were due to in- 
flammation of the peritoneum which not infre- 
quently occurs in torsion of ovarian cysts. Some- 
times it is due to streptococcus infection from the 
uterus, but in the author’s case it was probably of 
intestinal origin as the right adnexa were normal. 

Aubrey G. Morcan, M.D. 


Bernard, G.: The Treatment of Septiczemia, 
Pyemia, and Septicopyemia with Anti- 
streptococcus Serum (Le traitement des septicé- 
mies, pyémies et septicopyémies par le sérum anti- 
streptococcique). Gynéc. et obst., 1928, xvii, 216. 

Antistreptococcus serum was used by the author 
in thirty-five cases of generalized puerperal infec- 
tion in which the diagnosis was confirmed by blood 
cultures, bacteriological examination of the pus 
from metastatic abscesses, or autopsy. Recovery 
resulted in 37.1 per cent. With deduction of the 
cases in which death occurred within a few hours 
after the beginning of the treatment before the serum 
had had time to do much good and the cases in which 
the streptococcus was not the pathogenic agent, 
the incidence of recovery was 47.3 per cent. In 
several cases, treatment with antistreptococcus se- 
rum proved superior to the intravenous injection of 
colloidal metals. In 20 per cent, it acted quickly, 
lowering the temperature and improving the general 
condition. Its action seems to be specific. It 
appears to supply the organism with antibodies 


corresponding to the strains of streptococci causing 
the infection. In some cases it seemed to act in- 
directly by increasing the resistance of the body and 
stimulating its defensive forces, its action being 
sometimes equal to, but sometimes less than, that of 
the intravenous injection of colloidal metals. 

The serum should be administered in large doses 
—from 80 to 100 c.cm. the first day and from 60 
to 80 c.cm. on the succeeding days. Its intra- 
muscular injection is to be recommended. As it 
acts quite slowly, its effect cannot be judged before 
two or three days. If there is no evident improve- 
ment in the general condition with a fall of the 
temperature in from five to six days the serum is 
not effective and an intravenous injection of colloidal 
metals should be given or a shock treatment tried 
by the intravenous injection of peptone. 

Auprey G. Morcan, M.D. 


Solomons, B.: Two Cases of Puerperal Sepsis 
Treated by Hysterectomy. Proc. Roy. Soc. Med., 
Lond., 1928, xxi, 1063. 

The author shares the general opinion that the 
indications for hysterectomy in the treatment of 
puerperal sepsis are very limited. The chief diffi- 
culties are the selection of the cases and the decision 
as to the proper time to operate. Hysterectomy 
performed too late only hastens death. 

The indications for the operation are: (1) the 
persistence of a high temperature and a rapid pulse 
rate in spite of treatment, (2) subinvolution with 
nodules or irregularities on the surface which are 
pathognomonic of abscess formation or necrosis, (3) 
a very foul discharge, and (4) a negative blood 
culture. 

Two cases are reported. The first was apparently 
one of coitional infection. As conservative treat- 
ment with intra-uterine irrigation failed to cause 
improvement, hysterectomy was performed on the 
twenty-fourth day, shortly after the development 
of general peritonitis. The patient died. The author 
believes that if operation had been performed 
earlier, the patient might have survived. In the 
second case, sepsis developed after a difficult embry- 
otomy for an impacted shoulder presentation and 
complete hysterectomy was performed on _ the 
fourteenth day. The specimen showed an abscess 
of the left ovary and a degenerating myoma in the 
uterine wall. The patient recovered. 

EF. L. Kinc, M.D. 


MISCELLANEOUS 


. Bailey, H.: A Report of Five Years’ Activities of 


the Maternity Service, Second (Cornell) Divi- 
sion, Bellevue Hospital. Am. J. Obst. & Gynec., 
1928, xv, 462. 

During a period of five years a total of 5,520 
women—4,396 indoor patients and 1,124 outdoor 
patients—were delivered on the maternity service, 
second division, of Bellevue Hospital, New York. 
In this group there were 33 obstetrical deaths and 15 
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deaths from medical or other causes. Two of the 
obstetrical deaths occurred on the outdoor service. 

The largest number of deaths were due to eclamp- 
sia and toxemia of pregnancy. Six of the 8 
deaths due to eclampsia occurred in 1922. In 3 of 
these cases labor was induced by bag. In the 28 
cases treated during the last four years there were 
only 2 maternal deaths, a mortality of 7.1 per cent. 
This remarkable drop in the death rate from over 
30 to 7 per cent leads to the conclusion that the 
Stroganoff treatment is preferable to the method 
formerly employed, namely, induction by bag. 

In 4 cases the cause of death was toxemia of 
pregnancy; in 4 cases, premature separation of the 
placenta; in 1 case, intrapartum hemorrhage; in 1 
case, postpartum hemorrhage; in 2 cases, puerperal 
embolism; and in 1 case, rupture of the uterus. 

The causes of the 15 deaths from medical condi- 
tions were antepartum pneumonia in 8 cases; post- 
partum pneumonia in 1 case; chronic pulmonary 
tuberculosis in 1 case; tuberculous meningitis in 2 
cases; meningococcus meningitis in 1 case; cardiac 
disease in 1 case; and status epilepticus in 1 case. 

Eight patients died of sepsis. Of this group, 3 
were delivered spontaneously without vaginal or 
rectal examination during labor. 

There were 21 cases of pernicious vomiting. In 1 
case, spontaneous abortion occurred, and in 4, a 
therapeutic abortion was induced. Sixteen patients 
with this condition were cured by dietary control. 

There were 36 cases of chronic nephritis requiring 
treatment and 87 cases of pre-eclampsia. Albu- 
minuria occurred in all, and in most of them there 
was a rise in the blood pressure. Labor occurred 
spontaneously in 63 cases. 

Placenta previa occurred in 58 cases. In 26, it 
was central; in 11, partial; and in 21, marginal. 
This condition was responsible for 4 maternal 
deaths, a mortality of 6.9 per cent. One of the deaths 
was that of a woman subjected to cesarean section. 
This was the only death from cesarean section dur- 
ing the five years. 

There were 67 cases of premature separation of 
the placenta. In 35, the condition occurred before 
the eighth month of pregnancy. Postpartum hem- 
orrhage occurred in 66 cases. 


The most important cause of stillbirths was 
toxemia. ‘Toxemia, including abortion, accounted 
for 19 per cent of the deaths of infants. Antepartum 
bleeding was responsible for 15 per cent. The third 
most important factor in the infant mortality was 
forceps and version delivery. There were 9 monsters. 

Thirty-seven (9.1 per cent) of the fetal deaths 
were attributed to syphilis, but the total death rate 
of children of syphilitic mothers was 13 per cent. 
Of the 406 deaths, 104 (about 25 per cent) were 
those of macerated fetuses. The total infantile 
death rate, including all stillbirths and neonatal 
deaths, was 9.2 per cent. ‘The corrected rate was 4.8 
per cent. 

Ninety-three cesarean sections were performed in 
the five years. Sixty-six were of the low cervical 
type, and 19 of these were elective because of a 
previous section. Forty-seven of the women sub- 
jected to a low cervical section had labors averaging 
twenty-three hours. 

There were 419 cases of pelvic contraction. Two 
hundred and sixty-eight of the patients with this 
condition were delivered spontaneously after a trial 
labor, and 151 (37 per cent) were delivered by 
operative procedures, 67 of which were caesarean 
sections. 

Breech extraction was performed in 227 cases of 
spontaneous breech presentation. Forceps were 
used 430 times. Seventy-seven patients were 
delivered by version and breech extraction. Sixty- 
eight lateral episiotomies were done, the majority 
before breech extraction or with forceps operations. 
Third-degree lacerations occurred in 8 cases. Of 13 
craniotomics, 9 were done on dead babies. 

Forty-nine patients had cardiac disease with 
decompensation. Of these, 36 were delivered spon- 
taneously, 8 by forceps, 3 by induction by bag, and 
2 by cesarean section. 

Twenty-two of the patients were suffering from 
tuberculosis. In 139 cases a diagnosis of syphilis 
was made on the basis of a 3+ or 4+ Wassermann 
reaction. 

Prolapse of the cord occurred in 39 cases, and in 10 
there was an associated prolapse of the arm. Pro 
lapse of the arm occurred in 14 cases. 

E. L. Cornet, M.D. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Lipsett, P. J.: Roentgen-Ray Observations in Acute 
Perinephritic Abscess. J. Am. M. Ass., 1928, xc, 
1374. 

Beer, E.: Roentgenographic Evidence of Peri- 
nephritic Abscess. J.Am.M].Ass., 1928, xc, 1375. 

Lipsett: The diagnosis of acute perinephritic 
abscess, while usually comparatively simple, is at 
times difficult. As a rule, the onset of the lesion is 
sudden and associated with chills and a high fever. 
The clinical picture is that of a severe toxamia with 
local signs such as pain in the costovertebral angle. 
In some cases there may be a history of recent 
pyogenic infection. 

The patient may assume a characteristic posture 
and favor the side involved by arching the spine 
laterally with its convexity away from the lesion. 
On the affected side there is rigidity of the psoas 
muscle with slight flexion of the thigh. 

The roentgenogram reveals a curvature of the 
spine with its concavity toward the affected side, 
associated with clouding and almost complete disap- 
pearance of the angle formed by the shadows of the 
inner border and lower pole of the kidney and the 
lateral margin of the psoas muscle. 

The obliteration of the psoas angle is caused by 
the abscess and the surrounding tissue infiltration, 
and the spinal curvature by the attempt of the 
patient to relax the tension on the inflamed focus. 

Brrer: Obscure cases of perinephritic abscess are 
often diagnosed as typhoid fever, influenza, pul- 
monary tuberculosis, and endocarditis. 

In the study of flat plates two signs may be noted 
which, when associated, may prove of diagnostic 
value. One is the curvature of the spine away from 
the involved side, and the other, obscuration of the 
outer margin of the psoas muscle. As the inflamma- 
tory process subsides, the spine becomes straight 
again. Obscuration of the outer margin of the 
psoas muscle is less regularly present than the spinal 
curvature and may be produced also by any large 
kidney growth or retroperitoneal tumor. 

Harry W. PLAGGeMEYER, M.D. 


Hunt, V. C., and Simon, H. E.: Perirenal and In- 
trarenal Lipoma. Am. J. Surg., 1928, iv, 390. 


True tumors of adipose tissue occurring in and 


about the kidney may be classified as perirenal lipo- 
mata (including the diffuse and the circumscribed) 
and intrarenal lipomata (including the cortical, the 
subcortical, and the pelvic). 

Perirenal lipoma is less common than intrarenal 
lipoma, but because of its tendency to grow to a 
large size is more likely to produce clinical symptoms 
that call for surgical interference. 


All of the reported cases of perirenal lipoma have 
been those of persons more than forty years of age. 
The tumor occurs more frequently in women than in 
men. Mild pain is usually present on the side af- 
fected, and occasionally there are symptoms of pres- 
sure. The patient may or may not be aware of the 
presence of the tumor. The urine is usually normal. 
Roentgenological and cystoscopic data are of value 
only in eliminating other conditions. Perirenal lip- 
oma may be suspected only in the presence of a pal- 
pable tumor in the renal area with negative pyelo- 
graphic data or in the presence of a renal calculus 
and a palpable tumor when hydronephrosis can be 
excluded. 

The first case of perirenal lipoma observed at the 
Mayo Clinic was that of a forty-nine-year-old woman 
who, for five years, had had moderately severe pain 
in the left side of the abdomen accompanied by 
diarrhoea, vomiting, and fever. The attacks had 
occurred every three to twelve months and usually 
confined the patient to bed for from six to eight days. 
Soon after the onset of these symptoms, a tumor was 
discovered in the left side of the abdomen. At oper- 
ation, the tumor and kidney were removed trans- 
peritoneally. Convalescence was uneventful. 

In 1883, Grawitz recognized the occurrence of true 
renal lipomata and distinguished them from the 
larger group of renal neoplasms with a high fat con- 
tent, microscopically simulating suprarenal tissue, 
which he called ‘“‘hypernephromata.” 

Most of the renal lipomata thus far recorded have 
been small tumors that did not produce clinical 
symptoms. Recently, Lower and Belcher reported a 
case of massive renal lipoma which was removed 
surgically, and reviewed five others, in three of which 
the neoplasm was excised. 

Clinical symptoms are present only when the 
tumor is large or encroaches on the renal pelvis. 
There is often mild pain in the side involved, and ° 
sometimes the tumor may be palpable. Occasionally, 
there is hamaturia. When the tumor is primarily 
intrapelvic or encroaches on the pelvis secondarily, 
its presence may be established by pyelography. 

The case of intrarenal lipoma observed at the 
Mayo Clinic, which is reported in this article, is the 
fifth case on record of a renal lipoma removed sur- 
gically. The patient was a woman aged twenty- 
eight years who gave a history of distress in the right 
lumbar region for a period of two years. This dis- 
tress was mild at first, but for two months had been 
severe. Hamaturia, which had been present for ten 
days, was becoming more marked and associated 
with urgency, frequency, and burning on urination. 
The patient had lost 10 lbs. in one month. 

The right kidney was easily palpable and slightly 
tender. The hemoglobin was 59 per cent. The urine 
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contained a large amount of albumin and many 
erythrocytes. The phenolsulphonephthalein test was 
50 per cent in two hours. Roentgenograms of the 
kidney, ureter, and bladder were negative. On cysto- 
scopic examination, bloody urine was seen coming 
from the right meatus. The differential functional 
test with phenolsulphonephthalein showed a delayed 
return and moderately reduced function of the right 
kidney. Repeated pyelograms revealed a normal 
outline of the right pelvis and ureter. The lower 
calyx was slightly dilated and the minor calyx was 
elongated. The shadows of the lower major and 
minor calyces were less dense than the shadow of the 
remainder of the pelvis. 

At operation, a slightly elevated tumor about 2.5 
cm. in diameter was found on the anterior surface of 
the right kidney. As it was impossible to enucleate 
the neoplasm on account of its size and situation, 
nephrectomy was performed. Recovery resulted 
without incident. 

Grossly, the tumor was a soft, yellow mass extend- 
ing into, and displacing, the renal substance down to 
the pelvis. It was not encapsulated, but was sharply 
demarcated from the surrounding tissue. Micro- 
scopically, it was a fibrolipoma. 

In general, lipomata arise in situations in which 
adipose tissue is normally present. This is not true, 
however, of the intrarenal lipoma. The intrarenal 
lipoma is generally believed to arise from multiplica- 
tion and fatty metamorphosis of the perivascular 
and intertubular connective tissue cells. 

The total number of intrarenal and perirenal lipo- 
mata reported is small. Of benign neoplasms, only 
the myoma and angioma occur less frequently. 


Piersol, G. M.: Polycystic Disease of the Kidneys. 
Ann. Int. Med., 1928, i, 812. 

Polycystic disease of the kidney is relatively in- 
frequent. According to Atonna and Morrissey, the 
number of cases reported from the hospitals of 
New York City during the four-year period from 
1922 to 1926 averaged only eight per year. 

Piersol reports two cases. The first was that of a 
laborer forty-two years of age whose chief symptoms 
were swelling of the abdomen, pain in the upper 
quadrant on the left side, swelling of the legs, cough, 
and dyspnoea. At operation, the liver was found to 
contain large multiple cysts and to be enlarged, its 
lower border being from 4 to 5 in. below the costal 
margin. 

Upon the patient’s second admission to the hos- 
pital, examination revealed cardiac enlargement, a 
soft, transmitted systolic murmur, and bulging of 
the left side of the abdomen and left flank. The liver 
was enlarged and hard, and was palpable below the 
costal margin. It was not tender. The left side of 
the abdomen was filled by a large, hard, irregular, 
and tender mass which extended to the left iliac 
crest and toward the midline to within 2 in. of the 
umbilicus. The urine contained albumin, a few 
leucocytes, and erythrocytes, and had a specific 
gravity of 1,006-1,010. The urea nitrogen was 40 
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mgm. per 100 c. cm. At exploratory laparotomy, 
two large retroperitoneal polycystic masses were 
found. The abdominal organs were negative. Twen- 
ty-four hours after the operation the patient died 
of bronchopneumonia with pulmonary oedema. At 
autopsy, the kidneys were found to be markedly 
enlarged and cystic. They occupied most of the 
abdominal cavity. 

The author’s second case was that of a man of 
sixty-four years whose chief complaints were weak- 
ness, nausea, vomiting, loss of weight, anaemia, and 
an attack of renal colic. 

Physical examination revealed a marked pallor, 
marked ventricular hypertrophy on the left side, 
accentuation of the aortic second sound, and a 
small and rather superficial mass the size of an apple 
in the abdomen. The mass was believed to be a 
carcinoma of the colon. 

The systolic blood pressure was 218, and the 
diastolic, 165. The urine contained a large amount 
of albumin, and its specific gravity was 1,008-1,010 
The hemoglobin determination was 32 per cent; the 
red cell count, 1,900,000; and the white cell count, 
5,300. In the phenolsulphonephthalecin test no dye 
was eliminated when it was given subcutaneously, 
but an excretion of 25 per cent occurred when it 
was given intravenously. 

The patient died from uremia three weeks after 
his admission to the hospital. Autopsy revealed 
polycystic disease of both kidneys. 

Harry W. PLAGGEMEYER, M.D. 


Fey, B.: The Preponderant Réle Played by Anom- 
alous Vessels in the Pathogenesis of Hydro- 
nephrosis (Réle prépondérant des artéres anor- 
males dans la pathogénie des hydronéphroses. 
Bull. et. mém. Soc. nat. de chir., 1928, liv, 383. 


Fey states that hydronephrosis is a functional 
rather than a mechanical condition and that the 
various pictures of the pelvis and ureters obtained 
by pyelography or seen in formalin-hardened 
specimens represent but transitory states of the 
ureters and renal pelvis. Very few hydronephroses 
are congenital or due to ureteral constriction. The 
basic trouble is neuromuscular and is characterized 
by chronic retardation of the emptying of the pelvis 
or an acute transitory spasm of the pelvic muscu- 
lature. Much is yet to be learned regarding the 
mechanism of the renal pelvis, but a few observa- 
tions have been made on the effect of various 
irritative conditions inhibiting or stimulating the 
walls of this portion of the kidney. 

The author’s observations illustrate the relation- 
ship of abnormal renal vessels to the production of 
hydronephrosis. Of the twelve cases reported, two 
were without operative findings as to the cause of 
the hydronephrosis and in these no benefit resulted 
from the operation. In two others, fibrous cords 
were found crossing the ureter. When the cords 
were divided, a cure resulted in one case, but in 
the other there was no change. In each of the eight 
other cases an abnormal vessel was found and 
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sectioned and a lasting cure was obtained, as shown 
by postoperative cystoscopic examination. The 
infection diminished as the dilatation and capacity 
of the pelvis decreased, and the pelvis returned to an 
almost, if not entirely, normal rhythm. 

Fey believes that abnormal vessels are quite 
frequent and that in cases of frankly intermittent 
syndrome an anomalous artery is almost certain to 
be found. For the exposure of anomalous vessels 
he recommends an anterior longitudinal incision (so- 
called thoraco-abdominal) which allows adequate 
examination of the kidney in its normal bed. The 
abnormal artery is not necessarily a separate branch 
from the aorta, being frequently a ramus from the 
renal artery itself which lies in intimate relation to 
the ureter. The mechanism by which the abnormal 
vessel acts to inhibit the renal pelvis is not known. 
It is certain, however, that the vessel must be in 
contact with the pyelo-ureteral bulb which has been 
shown to be the physiological center for the pelvis. 
After the removal of an aberrant vessel, large dis- 
tended pelves which are apparently relaxed and in 
such a condition that nephrectomy seems indicated 
will frequently contract and assume a vigorous nor- 
mal rhythm. Micuaet L. Mason, M.D. 


Hofbauer, J. I.: Studies on the Etiology and 
Treatment of Pyelitis in Pregnancy. New 
England J. Med., 1928, cxcviii, 427. 

Hofbauer states that pyelitis in pregnancy remains 
one of the most puzzling problems of both obstetrics 
and urology and that there is marked diversity of 
opinion concerning its pathology. 

During pregnancy, definite alterations occur in 
the architecture of the trigonum vesice and the 
lower part of the ureter, and by reason of these 
structural changes a multiplicity of obstructive 
processes make their appearance in the lower urinary 
tract without any demonstrable indication of either 
an active or an old inflammatory process. 

The study of the author’s specimens has revealed 
the existence of conditions which can readily give 
rise to stenosis in the juxtavesical region of the 
ureter. These consist in the main of concentric 
hypertrophy of the entire ureteral wall with further 
accentuation of the constriction by an encircling 
ring resulting from hypertrophy of the ureteral 
sheath. Since the striking increase in the size of the 
latter is most noticeable at the juncture of the ureter 
with the bladder, the inadequacy of the ureter as a 
urinary duct becomes particularly marked in this 
locality, especially as a certain degree of narrowing 
at this point is physiological. 

Of considerable significance appears to be the. 
development of an angulation of the right ureter at 
the distal end of its juxtavesical portion as a result 
of the common dextrorotation of the pregnant uterus 
and the firm attachment of the trigonum vesicz to its 
cervical portion. On the other hand, the same 
processes favor stretching of the left ureter. 

The characteristic feature in the architecture of 
the connective tissue during pregnancy, both in the 


juxtavescial and the intravesical portion of the ure- 
teral wall, is the occurrence between the hyper- 
trophied muscle bundles of an abundance of newly 
formed fibers which form a conspicuous fibro- 
cellular structure. The ureter in this region appears 
to have been converted from a collapsible organ 
into a more or less unyielding tube. 

On cystoscopic examination of pregnant women 
the entire region of the trigonum frequently appears 
somewhat protruding and Mercier’s bar is par- 
ticularly well marked. Several ounces of residual 
urine are frequently demonstrable during pregnancy. 

Another finding of clinical interest is the in- 
sufficiency of the ureterovescial valve in the later 
months of pregnancy. 

The pathway by which bacteria reach the upper 
part of the ureter and the renal pelvis has been 
the subject of lively discussion. For a long time the 
theory of ascending infection held sway, but of late 
there has been a growing appreciation of the im- 
portance of hematogenous infection with subse- 
quent renal excretion of the resorbed bacteria—the 
theory of descending infection. Another factor to 
be considered is the general or local decrease of 
resistance to infection. 

For clinical purposes it must be borne in mind 
that, despite the presence of bacteria in the stagnat- 
ing urine, the bacterial balance within the tissues 
of the renal pelvis is well preserved so long as the 
local immunity provided by the natural forces or the 
vital activity of the phagocytic tissue is in opera- 
tion. In order to set up inflammation, the invading 
bacteria must be of a virulent type or must secure a 
foothold in the underlying tissues through a breach 
in the defending barrier. Such a breach may be 
produced by overdistention of the renal pelvis. 

The clinical observation that the onset of pyelitis 
frequently occurs during pregnancy or coincides 
with the premenstrual period emphasizes the fact 
that individual variations in immunity must be 
considered an important factor in the development 
of pyelitis. 

With the knowledge of the after-effects of pyelitis 
complicating pregnancy, it becomes apparent that 
the condition can no longer be regarded as innocuous ° 
and that our present treatment falls far short of 
being ideal. As the presence of an inflammatory 
process in the urinary tract may essentially interfere 
with the involution of the ureteral wall during the 
puerperium and, in addition, may favor stricture 
formation, the first aim of treatment should be the 
combating of the inflammation. 

With the clinical evidence at hand that protracted 
ureteral distention is attended by insufficiency of 
ureteral peristalsis, the latter should be considered as 
among the main factors in the production of the 
pyelitis in pregnancy. Therefore one of the chief 
requisites of successful treatment is the establish- 
ment of free drainage of the upper urinary tract, 
and every effort should be made to restore the 
efficiency of ureteral action and thereby overcome 
the atony and dilatation. 
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In an investigation of drugs which might relieve 
congestion and inhibit exudation in the ureter and 
at the same time stimulate ureteral action, Hofbauer 
found pituitary extract to be of great value. In a 
number of cases relief of the subjective symptoms 
and a drop in the temperature were distinctly 
noticeable soon after repeated doses of this drug. 
Hofbauer recommends the administration of pitui- 
tary extract for a certain period of time after the 
termination of pregnancy to restore, if possible, 
the normal shape and efficiency of the ureters. 

On account of the possibility of renal involvement, 
no antiseptic drug should be used during an attack 
of pyelitis. On the other hand, lactose, the carbo- 
hydrate which is most effective in checking intes- 
tinal putrefaction, is now freely given during the 
febrile period of pyelitis complicating pregnancy. 

Louis Gross, M.D. 


Helmholz, H. F.: Chronic Pyelitis in Infancy and 
Childhood. Allantic M. J., 1928, xxxi, 458. 

In a case of chronic pyelitis in an infant or child 
the diagnosis should first be definitely established by 
culture of the urine. Then, depending on the length 
of time that the infection has persisted and the 
therapeutic measures which have been used, other 
medical procedures should be attempted before a 
complete urological examination is undertaken. 
Examination of the urinary tract should consist in 
roentgenography of the kidneys, ureters, and blad- 
der and determination of the blood urea, the phenol- 
sulphonephthalein output, and the amount of 
residual urine. 

If the results of these examinations are approx- 
imately negative, cystoscopic examination should 
be carried out with catheterization of both ureters 
so that ureteral urine may be obtained for micro- 
scopic examination and culture. A pyelogram of one 
or both ureters may be made to determine the site 
of the infection and abnormalities of the urinary 
tract. Results in cases of chronic pyelitis without 
anatomical lesions warrant a preliminary thera- 
peutic trial to determine whether or not a complete 
urological examination should be made. The most 
useful therapeutic agent is a combination of am- 
monium chloride and methenamine. The dosage is 
increased to the limit of tolerance denoted by a 
definite degree of frequency and hematuria. 


Vincent, G.: Pyelocystitis in Childhood, Particu- 
larly in the Nursing Infant (Les pyélocystites 
de l’enfance et particuliérement du _nourrisson). 
Arch. d. mal. d. reins et d. organes genilo-urinaires, 
1928, iii, 239. 

The author reports a case of typical acute pyelitis 
which developed in a boy ten months of age follow- 
ing a rhinolaryngeal affection complicated by in- 
testinal disturbance. The condition lasted about 
a month and subsided under treatment with urotro- 
pin. #A‘second case was one of chronic pyelocystitis 
which began in a child two months of age and per- 
sisted for four months with remissions and exacer- 





bations and finally terminated in death from colon 
bacilleemia. 

The frequency of pyelitis in children’s diseases is 
given by various authorities at from 1 to 5 per cent. 
The condition may follow acute or chronic gastro- 
intestinal diseases or the ordinary infections of 
childhood. The colon bacillus is almost always 
found in the pyurias of childhood. The author be- 
lieves the infection is generally carried by the blood, 
though an ascending infection is not impossible. 
The meningeal reaction which almost always occurs 
in the beginning of acute cases is comparable to the 
meningism of pneumonia and scarlatina in child- 
hood. Generally the lesions are the ordinary lesions 
of pyelocystitis, but in some cases there are intra- 
renal abscesses and in others the pyelonephritis is 
caused by malformations of the urinary tract. 

The treatment consists in rest in bed, the pushing 
of fluids, irrigation to combat intestinal stasis, and 
tepid baths for the fever. Urotropin and intestinal 
antiseptics are of value. Some urologists irrigate the 
bladder with various antiseptic solutions. Vaccines 
have generally given very good results, Beckerich 
and Hauduroy reported three cases of pyelitis which 
were cured in a few days by the subcutaneous injec- 
tion and the ingestion of bacteriophages, but the 
author says that bacteriophages, in addition to being 
difficult to obtain, may strengthen the resistance of 
the colon bacilli. Surgical treatment may be neces- 
sary. Heitz-Boyer recommends catheterization of 
the ureters to irrigate the pelvis, followed by instilla- 
tions of 1 per cent silver nitrate or 10 per cent col- 
largol and the use of vaccines or bacteriophages. 
The use of a retention catheter may be indicated. 

Auprey G. Morcan, M.D. 


Bazy, P.: The Late Results of Ureteropyeloneos- 
tomy (De l’uréteropyélonéostomie; ses résultats 
éloignés). Bull. et mém. Soc. nat. de chir., 1928, liv, 
313. 

In 1910 the author published the results of ureteral 
catheterization in a case in which he had performed 
a ureteropyeloneostomy five years previously. The 
catheterization proved that the anastomosis had 
persisted. In this article he reports the case of a 
woman thirty-two years old upon whom he per- 
formed an ureteropyeloneostomy for retention on 
November 4, 1904, when the patient was nine years 
old. Last September an infection of the renal pelvis 
developed, nephrectomy was performed, and _ the 
patient died. The specimen showed that the anasto- 
mosis was functioning and the macroscopic and 
microscopic appearance of the kidney was normal. 
The anastomosis therefore functioned well for 
twenty-three years, and Bazy is of the opinion that 
if the infection of the renal pelvis had been treated 
by lavage instead of nephrectomy death would have 
been prevented and the anastomosis would have 
continued to function. 

These two cases prove that ureteropyeloneostomy 
is of definite therapeutic value. Bazy attributes the 
failures reported in the literature to errors in the 
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technique. He has not had the opportunity to 
demonstrate the excellent function in his other 
cases as the patients have had no reason to return 
for treatment. 

In the discussion of Bazy’s report, LEGurEu said 
that while the cases cited are very interesting, the 
operation is wrong in principle. It is based on the 
theory that hydronephrosis is caused purely by me- 
chanical obstruction whereas it is due to a neuro- 
muscular disturbance which first causes spasm and 
later distention. The establishment of drainage is 
of no avail as a pouch has no contractility. 

OMBREDANNE reported a case of congenital hy- 
dronephrosis in which ureteropycloneostomy was 
done at the insistence of the patient’s relatives. A 
few months later the opening became obliterated 
and nephrectomy was necessary. 

Auprey G. Morcan, M.D. 


Watson, M.C.: Benign Mixed Tumors of the 
Kidney. Canadian M. Ass. J., 1928, xviii, 511. 


The tumors described by Watson were mixed 
neoplasms of the fibrolipomyxomatous group. This 
conclusion was arrived at from the constant finding 
of fat, muscle, and fibrous tissue cells in all parts of 
the tumor masses. 

Each of the multiple tumors in the kidney ap- 
peared to have an independent origin though in 
some instances the structure suggested a sarcom- 
atous character. 

Such tumors arise as aberrant growths in meso- 
blastic tissues not only within the kidney but also 
in the retroperitoneal tissues. 

The muscle elements in the tumors arise in part 
from the fibers of the vascular channels, no differ- 
entiation being possible between the muscle bundles 
of the tumor and the blood vessels. 

The fat contained in the tumors is an associated 
development of a misplaced and functionless tissue. 
Pure lipomata of the kidney are uncommon. 

The symptoms of benign mixed tumors of the 
kidney are due to pressure exerted by the neoplasms 
on other organs. C. Travers Stepira, M.D. 


Young, R. F., Galbraith, W. W., Jacobs, A., Renton, 
J. M., and Others: Modern Views Regarding 
the Diagnosis of Surgical Diseases of the 
Kidney. Glasgow M. J., 1928, cix, 289. 


YounG states that the routine examination in 
cases of kidney diseases should include a complete 
history and physical examination, blood-pressure 
determinations, a chemical, microscopic, and bac- 
teriological examination of the urine obtained by 
catheter, a record of the total amount of urine ex- 
creted in twenty-four hours, X-ray examination of 
the urinary tract, estimation of the total renal func- 
tion, a cystoscopic examination, and sometimes 
pyelography. 

GALBRAITH says that though the normal pyelo- 
gram varies in different cases, pyelograms made in 
one and the same case are generally similar. He 


discusses the points to be considered in the inter- 
pretation of pyelograms. 

Jacoss has found that 90 per cent of pyogenic 
infections of the kidney are due to the bacillus coli 
and most of these are chronic. He states that the 
attempt should be made to discover the source of the 
infection, whether one or both kidneys are involved, 
the extent to which renal function is impaired, and 
whether there is any complication such as ptosis, 
calculus, or hydronephrosis. Among the less com- 
mon organisms causing pyogenic renal infections 
are staphylococci or streptococci. An X-ray exam- 
ination and then a cystoscopic examination should 
be made, and indigocarmine used to determine kid- 
ney function. In the majority of Jacob’s cases a 
bilateral pyelogram has been made with no serious 
sequela. Jacobs never makes pyelograms in the 
presence of acute infection. 

RENTON, in discussing tuberculosis of the kidney, 
states that when he is certain as to which side is 
affected he usually catheterizes the other side to 
determine whether it is secreting normal urine. For 
cases in which the ureters cannot be localized he 
suggests the use of one of the following methods: 
(1) the injection of indigocarmine, (2) X-ray ex- 
amination for calcareous deposits in the kidney, (3) 
opening of the bladder followed by catheterization 
of the ureters, (4) exposure of both ureters extra- 
peritoneally above the pelvic rim. He believes that 
pyelography is quite unnecessary for the diagnosis 
of renal tuberculosis. 

BUCHANAN States that the diagnosis and localiza- 
tion of renal stone is possible in a large number of 
cases by ordinary physical and roentgenological 
means and that therefore ureteral catheterization 
and pyelography are frequently not necessary. He 
has had no experience in the use of wax-tipped bou- 
gies. Chromocystoscopy is sometimes of aid in the 
estimation of the condition of the kidney. 

GALBRAITH discusses tumors of the kidney. He 
emphasizes the importance of hamaturia and for all 
cases advocates cystoscopy, indigocarmine func- 
tional tests, and bilateral pyelography. He has 
found that one of the most common congenital 
anomalies is an aberrant renal artery resulting in 
hydronephrosis. Another is movable kidney. Ec- 
topic kidney is comparatively rare. Single kidney 
occurs about once in every 2,400 persons. Horse- 
shoe kidney, double ureter, double kidney, and sim- 
ilar anomalies should be recognized before operation. 

LEARMOUTH stresses the limitations, difficulties, 
and dangers in urological diagnosis. He states that 
cystoscopy is contra-indicated when the patient is 


infirm, aged, or greatly weakened and when there is 


marked impairment of both kidneys or it is ap- 
parent that no surgical procedure can be of any 
benefit. Ureteral catheterization is contra-indicated 
if simple cystoscopy establishes the diagnosis. 
Pyelograms should not be made in the cases of aged, 
infirm, or emaciated patients or in acute infections 
of the kidney. Joun P. O’Nen, M.D. 
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Deming, C. L.: The Renal Circulation After 
Nephrotomy. Am. J. Surg., 1928, iv, 424. 

The author reports experiments the main purpose 
of which was to demonstrate that the suture of the 
kidney after nephrotomy is of greater importance 
in the prevention of subsequent damage to the renal 
circulation than the various incisions employed. The 
best nephrotomy incision is a longitudinal incision 
in the avascular zone of Hyrtl. The pyelotomy 
wound is best elongated by extending it to the lower 
pole in the midline. The best suture material for the 
kidney is chromic catgut No. oo. 

The longitudinal incision in the zone of Hyrtl 
is far from bloodless, but it avoids the larger vessels 
and gives good exposure of all of the calyces. Bleed- 
ing is best controlled after nephrotomy by means of 
mattress sutures placed from cortex to pelvis and 
back on the same side. In the experiments reported, 
a loss of kidney tissue occurred when the posterior 
pelvic artery and vein were ligated. In experimental 
work, circulatory changes in the kidney following 
nephrotomy can be definitely demonstrated by 
means of casts of the arteriovenous system made by 
the injection of celluloid-acetone solution. 

Maorice MELTzeEr, M.D. 


Kreutzmann, H. A. R.: Studies in Normal Ureteral 
and Vesical Pressure. J. Urol., 1928, xix, 517. 


With the exception of the work done by Trattner 
no attempt has been made to measure the urinary 
pressure above the bladder in the living subject. 
The author used the following method to determine 
the urinary pressure in the bladder and ureters of 
the normal human subject: 

A No. 26 cystoscope was passed. No. 6 whistle- 
tipped catheters were then introduced into the 
bladder or ureters, depending upon the experiment. 
Pressure gauges were attached and the pressure 
readings made in millimeters of mercury. 

To determine the bladder pressure, the empty 
bladder was filled to the point at which the desire to 
void was first reached and the first reading made. 
The bladder was then distended to its capacity 
and the second reading made. The third reading was 
made when the subject strained to void. The first 
point may be missed because of the irritation pro- 
duced by the cystoscope. Typical readings were as 
follows: No. 1, 22 mm.; No. 2, 28 mm.; and No. 3, 
98 mm. 

The ureteral pressures were obtained at the pelvis 
and at 20 and 10 cm. above the bladder. Two read- 
ings were made at each level, one during relaxation 
and the other when the patient strained to void. 
The petcocks were closed for a sufficient period for 
the formation and recording of a column of urine. 
In order to eliminate the possible back-pressure of 
the urine, the petcocks were allowed to remain 
closed for from fifteen to twenty minutes. This was 
done at the 1o-cm. level. It was followed by a rapid 
increase of pressure interrupted by normal peristaltic 
waves. The peristaltic waves first increased in 


number and force and then, under the influence of 





fatigue, gradually subsided. A subsequent similar 
experiment showed the waves to be still weak. At 
no time did the ureteral pressure equal the secretory 
pressure of the kidney. The pressure was greatest 
in the lower part of the ureter. The pressure was 
not equal on both sides. 

Typical readings of ureteral pressure were the 
following: Right side, during relaxation: pelvis, 8; 
at 20 cm., 14; at 10 cm., 16. Right side, during 
straining: pelvis, 32; at 20 cm., 46; at 10 cm., 66. 
Left side, during relaxation: pelvis, 8; at 20 cm., 10; 
at 10 cm., 18. Left side, during straining: pelvis, 
32; at 20cm., 54; at 10 cm., 66. 

To obtain simultaneous readings of bladder and 
ureteral pressure, one catheter was passed 10 cm. 
into the left ureter while the other was left in the 
bladder. Three readings were made with the use of 
the bladder method. The readings were as follows: 
Bladder, during relaxation, 4, 10, and 62; during 
straining, 26, 48, and 96. Left ureter, during relaxa- 
tion, 4, 14, and 24; during straining, 40, 58, and 68. 

To obtain a true ureteral pressure, the petcock 
should not remain closed for a longer period than 
necessary. This was demonstrated by an experiment 
with a ureteral stump. An increasing amount of 
fluid injected showed an increasing pressure. The 
intra-abdominal pressure played an important part. 

The author draws the following conclusions: 

1. There is little increase in the bladder pressure 
from the first desire to void to capacity filling of the 
bladder, but there is a great increase with the effort 
to void. 

2. In the normal distended bladder there are no 
independent contractions of the bladder wall. 

3. Intra-ureteral pressure is not equal on both 
sides. 

4. The pressure is greatest at the lower end of the 
ureter. 

5. The ureteral pressure increases with the blad- 
der pressure. 

6. Intra-abdominal pressure is important in 
raising the ureteral and vesical pressure. 

CrauvE D. Pickrett, M.D 


Kirwin, T. J.: The Réle of the Ureter in Diseases of 
the Genito-Urinary Tract. Am. J. Surg., 1928, 
iv, 355- 

The author first discusses the anatomy, embry- 
ology, physiology, and pathology of the ureter. 

The ureter was apparently first described in 1585 
by Albertus, but exact studies of it have been made 
only within recent times. 

Embryologically, the ureter takes its origin as a 
bud at the lower end of the wolffian duct. Its most 
important parts are its areas of narrowing and the 
muscle fibers at its vesical end. Normally, the latter 
serve to prevent regurgitation from the bladder, but 
in disease conditions of the bladder, some of the 
bladder contents are forced back through the 
ureteral orifices, producing the so-called ureteral 
reflux. Pathological stricture of the ureter occurs as 
a rule at a point of anatomical narrowing. 
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Anomalies of the ureter may be classified as 
follows: 

1. Anomalies in number. These are the most 
common and the most important anomalies. They 
include ureteral duplication with double renal pelves 
and kidneys, and bilateral partial duplication, 
unilateral partial duplication, complete unilateral 
duplication, complete absence, and extreme atrophy 
of the ureter. 

2. Anomalies of caliber and form. These include 
congenital strictures, which occur usually at the 
points of normal narrowing; congenital dilatations; 
and spiral twists and kinks. 

3. Anomalies of origin or termination. These 
include ureterocele, cystic dilatation of the vesical 
end of the ureter, blind endings and ectopic endings. 

4. Diverticula of the ureter. 

Physiological studies show the occurrence of 
ureteral peristalsis. The rate of the peristaltic waves 
varies with the activity of the kidney. No evidence 
of reverse peristalsis has been demonstrated. Reflux 
of urine from the bladder in pathological conditions 
is due to the loss of muscle tone. Such reflux is 
especially favored by obstructions at the neck of the 
bladder. 

Ureteritis cystica is a very rare form of inflamma- 
tion of the ureter characterized by multiple minute 
cysts of the mucosa, usually of the vesical end, 
which microscopic examination shows to be in- 
clusion cysts of the lining of the epithelium. Only 
about five cases have been reported. 

Ureteral strictures due to focal infections or of 
direct inflammatory origin, ureteral kinks, spastic 
obstructions of the ureter, and the value and proper 
interpretation of pyelograms are discussed. 

Stones in the ureter usually originate in the kidney. 
Rovsing and Hunner claim that constriction and 
obstruction of the ureter offer favorable conditions 
for the production of calculi directly at the site of the 
lesion. In the treatment of ureteral calculi, ureterot- 
omy should be done only after repeated cystoscopic 
manipulations have failed. 

Neoplasms of the ureter are very rare. Fifty-three 
known cases of tumors primary in the ureter have 
been found in literature. These included benign and 
malignant papillary growths. Complete removal of 
a neoplasm is indicated as soon as the diagnosis is 
made. Maurice ME tzer, M.D. 


Keyser, L. D.: Benign Ureterospasm, Ureteral 
Stricture, and Allied Syndromes. A Clinical 
Study. J. Urol., 1928, xix, 355. 


The author believes that spasm in the ureter may 
develop at times in a manner analogous to idiopathic 
spastic phenomena in other smooth muscle structures 
supplied by the sympathetic system. He states 
that the experimental evidence for the possibility of 
nodal spasm in the ureter is well founded. Mechan- 
ical or chemical irritation, partial ligation of the 
ureter, and ablation of the periarterial renal plexus 
all set up contraction bands and hyperperistalsis in 
the ureter at the outset. Therefore experimental and 


anatomical evidence indicates the possibility of 
nodal ureteral spasm as a cause of pain. It is a 
question whether the term “ureteral stricture” im- 
plies the pathological changes of cicatricial stenosis 
alone or whether it includes local spasms due to 
inflammatory mechanical or nervous irritation of the 
ureter. During the quiescence of inflammation, the 
‘wide stricture area” conceived of by Hunner may 
produce few urological findings, but with exacerba- 
tion of the inflammation it may cause a series of 
definite pathological changes in the urinary tract. 

Keyser reports clinical observations in sixty cases 
which he believes belonged to the spastic ureter 
group. Thirty-four of the patients were classified as 
“hyperkinetic” types with findings referable to the 
sympathetic nervous system. Forty-seven opera- 
tions have been performed in the sixty cases, many 
of them for the relief of the same set of symptoms 
that were present at the time of examination. The 
chief urological symptoms were dysuria, ureteralgia, 
and renal pain, but frequently there were con- 
comitant pathological changes and _ associated 
symptoms. On examination, the bulb-carrying 
catheter demonstrated an obstruction in almost 
every instance. The treatment was ureteral dilata- 
tion. The average number of dilatations was four 
for each ureter. The end-results were not as good 
as was expected from the initial improvement. In 
three cases a nephrectomy was necessary for relief 
of the pain. 

The author believes that with the exception of 
postmortem or surgical demonstration of an inflam- 
matory cicatrix in the ureter, there is no positive 
criterion for the differentiation of organic ureteral 
stenosis from nodal ureterospasm, and that the 
clinical methods for the differentiation, while sug- 
gestive, cannot be taken as absolute proof of the 
predominance of organic stricture. Probably both 
mechanisms are active. 

In conclusion, Keyser states that the conditions 
of spastic ureter, ureteral stricture, and allied condi- 
tions of nephralgia, ureteral neurosis, etc. represent 
a neuromotor dysfunction such as is seen in the 
cesophagus and other smooth muscle structures. 
Dilatation gives relief, but is an ordeal for the 
hypersensitive patient and is frequently followed by 
recurrence. Nephrectomy should be reserved for 
cases which fail to respond to more conservative 
methods. 

The article is supplemented by ten pyelo- 
ureterograms and an extensive bibliography. 

J. Epwin Kirkpatrick, M.D. 


Vermooten, V., Van Wart, W. H., and Kearney, 

. E. P. J.: Ureteral Stricture: An Experimental 
Study. Preliminary Report. J. Urol., 1928, 
XIX, 341. 


The author performed experiments on dogs to 
produce stricture of a ureter. Pyelo-ureterograms 
were made with an emulsion of iodized oil before the 
production of the stricture and at intervals after its 
production until the animal was sacrificed or died. 
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In the first experiment, the stricture was produced 
accidentally when the peritoneum was torn in an 
attempt to expose the right ureter retroperitoneally 
for an injection of a culture of bacillus coli. After the 
exposure nothing further was done except closure of 
the wound. Pyelo-ureterograms taken a month later 
showed no perceptible changes in the ureter, but 
three months after the operation a definite elongated 
stricture was noted at the operative site, and five and 
one-half months later there was a definite bydro- 
nephrosis and the dilatation and tortuosity of the 
ureter were marked. 

In the second experiment, 1 c.mm. of a suspension 
of a bacillus coli culture was injected into the wall 
of the right ureter at two different levels just above 
the pelvic brim. Pyelo-ureterograms made eight 
months later showed two stricture areas at the site 
of the injection, dilatation of the ureter between 
these points, and hydronephrosis. 

In the third experiment, the right ureter was ex- 
posed at the pelvic brim and two ligatures of No. o 
chromic catgut were tied loosely around it to act as 
a foreign body but not to obliterate the lumen. 
Pyelo-ureterograms made two months later showed 
slight hydronephrosis and two areas of stricture at 
the site of the ligatures. 

Autopsy in all three experiments revealed dilata- 
tion of the kidney pelvis and dilatation and tortu- 
osity of the ureters. Microscopic examination dis- 
closed fibrosis and small round-cell infiltration at the 
site of the stricture. 

The authors conclude that strictures can be pro- 
duced artificially without difficulty, and that the 
changes occur uniformly and progressively although 
comparatively slowly. If the first experiment can be 
repeated many times with the same result, it may 
explain the pain on the right side following the 
removal of an acutely inflamed appendix lying in 
proximity to the ureter, and the occurrence of 
ureteral stricture in patients who have had pelvic 
operations during which the ureter was exposed or 
the peritoneum over it was torn. 

J. Epwin Kirkpatrick, M.D. 


BLADDER, URETHRA, AND PENIS 


Cervantes, A.: The Lymphatics of the Bladder 
(Les lymphatiques de la vessie). Ann. d’anat. path., 
1928, v, 269. 

The author divides the lymphatics of the bladder 
into three groups: (1) those of the trigone, (2) those 
of “i anterior wall, and (3) those of the posterior 
wall. 

In the trigone, the normal lymphatic pedicle is 
constant and the vessels of this pedicle, after a 
course which differs somewhat in the male and fe- 
male, empty into a gland of the external iliac vein 
at the angle formed by the bifurcation of the com- 
mon iliac, a gland in the middle third of the external 
iliac vein, or a prolongation of the middle retro- 
crural gland. In some cases accessory pedicles are 
found. 


The vessels of the posterior wall of the bladder 
are divided into those of the superior and those of 
the inferior zone. Those of the superior zone unite to 
form two or three important collectors and empty 
either into the glands of the obturator nerve or the 
glands of the external iliac vein. The lymphatics of 
the posterior wall of the bladder anastomose in the 
midline. Most of those of the inferior zone empty 
into the collectors of the trigone, but some of them 
empty into the neighboring collectors of the superior 
zone. 

Most of the lymphatics of the anterior wall 
empty into the glands on the anterior wall and only 
rarely anastomose in the midline with those of the 
opposite side. 

The exact arrangement of these different sets of 
lymphatics is shown in illustrations. 

Auprey G. Morcan, M.D. 


Herbst, R. H., Polkey, H. J., and Weller, C. G.: 
Diverticula of the Urinary Bladder. A Pre- 
liminary Report of Their Production Ex- 
perimentally in the Dog. J. Urol., 1928, xix, 445. 


In experiments on dogs, the authors found that a 


diverticulum formation. Too little or too much 
obstruction fails to produce the desired result. ‘Too 
much obstruction invariably causes the death of the 
animal from rupture of the bladder with consequent 
peritonitis. 

Trauma to the muscularis exposing the mucosa 
immediately causes temporary bulging of the mucosa 
and the formation of a pseudocontraction ring or 
constricted orifice. 

Pulsion forms of diverticula without a contraction 
ring at the neck can be produced in the dog by 
traumatic weakening of the bladder wall together 
with obstruction to the outflow of urine. If infection 
is superimposed over a period of time, a true surgical 
diverticulum with a contraction ring may be formed. 

Neither trauma alone nor obstruction alone causes 
diverticulum formation, but both together occa- 
sionally produce such a result. Diverticula so 
formed are of the pulsion type, but not true surgical 
diverticula with a contraction ring. 

Another factor which evidently plays an important 
part in the formation of diverticula is increased 
intracystic pressure during micturition, such as may 
be produced by spasmodic contraction of the de- 
trusor muscle due to infection or other causes of 
increased muscle irritability. 

Tuomas F. FINeGAN, M.D. 


Lowsley, O. S., and Gutierrez, R.: Operative In- 
tervention for the Relief of Diverticulum of the 
Urinary Bladder. An Analysis of Fifty-Four 
Cases. J. Urol., 1928, xix, 459. 


With modern methods of diagnosis, diverticula of 
the urinary bladder are found readily. The cysto- 
scope and the cystogram have demonstrated that 
their frequency is greater than was formerly be- 
lieved. They occur most commonly near the 
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ureteral orifices and in the region of the urachus, the 
two weakest points in the bladder wall. 

It is very important to determine whether a 
diverticulum is retentive or not. This may be done 
by making a second cystogram after the solution 
has been allowed to flow out. 

In the authors’ cases, operations for diverticula 
of the bladder are done under sacral and parasacral 
anesthesia supplemented by suprapubic block. 
Procaine without adrenalin is used. 

The usual suprapubic cystotomy is performed. A 
long incision is made in the exposed bladder wall 
and the edge of the bladder wound opposite the 
diverticulum is sutured to the skin edge for tem- 
porary retraction. The patient is then placed in the 
Trendelenburg position and the bladder wall ex- 
tending to and behind the diverticulum is separated 
from the surrounding tissue. The dissection may be 
facilitated by an incision made to the orifice and 
the introduction of the finger into the diverticulum. 
After liberation of the diverticulum, the neck is 
excised, a wide cuff of tissue being left, and the 
bladder is reconstructed with the remaining 
tissue. 

After closure of the lateral incision the vesical 
edge is freed from the skin and the longitudinal in- 
cision is closed in the usual manner. A double 
suction tube is then fixed at the upper angle of the 
wound. Three cigarette drains are used. One is 
placed in the prevesical space, another at the site 
of the diverticulum, and a third above the drainage 
tube. If necessary, a fourth is placed on the op- 
posite side. These drains are usually removed by the 
fifth day. 

The authors believe it best to perform the opera- 
tion in two stages, doing first a simple cystotomy and 
delaying the treatment of the diverticulum until the 
patient’s general condition has improved. When 
there is obstruction, such as obstruction due to the 
prostate, they perform it in three stages. They 
perform prostatectomy by the perineal route as the 
second stage. 

The cases reviewed included fifteen in which a 
diverticulum of the bladder presented itself in a 
hernia] sac. ‘These were found in the records of the 
Hospital for,Ruptured and Crippled in New York 

Of the thirty-nine other cases of vesical diverticulum 
reviewed, cystotomy and repair of the diverticulum 
were done in two stages in four cases. In one case 
only a cystotomy was done. In twelve cases, the 
patient refused operation or was given only pallia- 
tive treatment. In three, the operation was done in 
three stages. In one case, cystotomy and repair of 
the diverticulum were done in one stage and a punch 
operation in the second stage. In three cases, cystot- 
omy and repair of the diverticulum were done in one 
Stage. One case was confusing as the appendix con- 
tained a concretion. In five cases, a cystotomy and 
prostatectomy were done. In one case, a divertic- 
ulum of the urethra containing a stone was found. 
In another, a tumor was discovered in addition to a 
non-retentive diverticulum. Four cases were diag- 


nosed but received no treatment. One patient had a 
carcinoma in a diverticulum; both lesions were dis- 
sected out in one stage. and a second operation was 
done for the application of radium. A punch opera- 
tion was performed in two cases. 

The authors draw the following conclusions: 

1. Diverticula of the urinary bladder may occur 
at any age. 

2. A diverticulum may be concealed by a hernia. 

3. Urinary symptoms may be of long duration 
and associated with the presence of residual urine 
and hematuria. 

4. In the diagnosis, two-stage cystography is of 
great importance. 

5. Multiple diverticula are common. 

6. Prostatic obstruction and calculi are present 
in a large percentage of cases. 

7. Preliminary drainage is essential. 

CiaupE D. Pickrett, M.D. 


MacKenzie, D. W., and Chase, W.H.: Rhabdomyo- 
sarcoma of the Urinary Bladder with Metas- 
tases: The Report of a Case, with a Brief Re- 
view of the Clinical and Pathological Liter- 
ature. J. Urol., 1928, xix, 315. 


The authors call attention to the fact that the 
terms “rhabdomyoma” and “rhabdomyosarcoma” 
are used differently by various writers, the difference 
being based on the definition of the term “‘sarcoma.”’ 
Many writers use the term “sarcoma” to designate 
a malignant tumor derived only from fibrous tissue. 
MacKenzie and Chase use it to refer to malignant 
histoid tumors. They define ‘‘rhabdomyoma”’ as a 
mature purely muscle-cell tumor, and ‘“‘myoma 
sarcomatodes” or “rhabdomyosarcoma” as a tu- 
mor consisting entirely of immature striated muscle 
cells. They state that when a variable amount of 
fibrous tissue is also present, the tumor is more cor- 
rectly referred to as a “rhabdomyofibrosarcoma.”’ 
Sarcomata may contain no fibrous tissue elements 
but consist of any type of immature histoid cell. 

The case reported in this article was that of a 
woman sixty-nine years of age upon whom a nephrec- 
tomy was done on June 14, 1926, for an exudative and 
hemorrhagic nephritis with necrosis. This operation 
was followed by uninterrupted recovery. On January 
5, 1927, the patient was re-admitted to the hospital 
on account of hematuria and bladder pain. She 
was acutely ill and had lost considerable weight. No 
operation was done as she became rapidly weaker 
and died on February 4, 1927. 

Autopsy revealed a rhabdomyosarcoma of the 
urinary bladder with direct extension into the left 


_ureter and metastases in the duodenum, portal 


lymph glands, and liver; exudative hamorrhagic 
and necrotic cystitis; bronchopneumonia with 
productive pleurisy on the left side; degenerative 
productive nephritis of the remaining kidney; and 
arteriosclerosis. 

Although it is generally recognized that rhabdo- 
myosarcoma is the exception to the rule that sar- 
comata spread by way of the blood stream, this case 
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showed definite metastases in both lymph glands and 
the portal vessels. Examination revealed also a 
portal space in the liver in which the portal vein was 
dilated and filled with undifferentiated tumor cells. 

The myoblastic nature of the tumor was well 
demonstrated by the lymph gland and portal 
metastases, yet it was hardly recognizable in the 
primary growth in the urinary bladder. Ewing 
quotes Eberth and Wolfensberger as having noted 
similar characteristics in lymph gland metastases. 

In the case reported, histological sections demon- 
strated very numerous undifferentiated sarcoblasts 
and scattered myoblasts in all stages of differentia- 
tion. The more mature the myoblastic cells the less 
numerous they were in the portal metastases. 

In many of the reported cases of rhabdomyosar- 
coma no striation of the myoblastic cells was noted, 
the diagnosis being therefore less conclusive than in 
the authors’ case in which definite cross striations of 
typical muscle cells were demonstrated. 

In conclusion, the authors state that on account of 
the extensive histological search required to dem- 
onstrate beading and cross striations a certain num- 
ber of undifferentiated malignant tumors may be 
mistaken for alveolar sarcomata and hence the 
neoplasm under discussion may not be as rare as is 
indicated by the small number of cases reported. 

CLARENCE R. O’CrowLey, M.D. 


Folliasson, Ibos, and Mouchet: Two Cases of Rup- 
ture of the Perineobulbar Urethra in a Child 
Treated by Circular Urethrorrhaphy and In- 
frapubic Cystostomy (Deux cas de rupture de 
l’urétre périnéobulbaire chez l'enfant traités par 
urétrorraphie circulaire et cystostomie sus-pubienne). 
Bull. et mém. Soc. nat. de chir., 1928, liv, 99. 

The two children whose cases are reported were 
nine and twelve years of age respectively. The 
injury was the result of a fall astride the edge of a 
board. In both cases there were the classical 
symptoms—urethrorrhagia, a perineal tumor, and 
retention of urine. In the midst of urethral hem- 
orrhage, both patients had a spontaneous emission 
of clear urine. The operation were performed fifteen 
and twenty-three hours respectively after the ac- 
cident. 

First a cystostomy of derivation was done and a 
Pezzer sound left in place. The vesical opening per- 
mitted the evacuation of bloody urine. The peri- 
neum was then incised and the ends of the urethra 
were sought. In one patient the rupture was 
situated 1 cm., and in the other, 3 cm., in front of 
the median perineal aponeurosis. By means of 
curved intestinal needles threaded with No. oo 
catgut and fixed in needle-holders, suturing was done 
to bring about exact apposition. The sutures were 
introduced over a sound placed in the canal and 
later withdrawn. The superficial layers were brought 
together with catgut and the cutaneous wound was 
closed without drainage. 

Healing occurred by first intention. In one case 
the vesical sound was removed on the twelfth day 


and the vesical fistula closed spontaneously in the 
next five days. In the other case a perineal fistula 
appeared twelve days after removal of the sound. 
After re-insertion of the sound the perineal fistula 
closed. Both patients received preventive injections 
of antigangrene serum. 

When the first patient was seen again a month 
after the operation only a No. 7 bougie could be 
passed, but after several dilatations a No. 14 bougie 
could be introduced. When the second patient was 
seen again on the forty-third day after the operation, 
a No. 9 bougie could be passed with ease. The 
immediate results of the operation were therefore 
satisfactory. PACE. 


Robb, J. J.: Cancer of the Male Urethra: A Report 
of Two Cases, with a Short Survey of the Sub- 
ject. Brit. J. Surg., 1928, xv, 605. 

Robb states that, judging from the literature, 
cancer of the male urethra is very rare. It is a 
disease of advanced age and ordinarily seems to 
have very little relation to a previous urethral 
infection. Like papillomata in other parts of the 
body, papillomata in the urethra may undergo 
malignant change. Of seventy-six urethral cancers 
reported in the literature, 73 per cent were squamous 
celled carcinomata and 21 per cent, adenocarcino- 
mata (from Cowper’s glands). The condition 
occurs most frequently in the membranous urethra 
and next most frequently in the pars cavernosa. 

Cancer of the male urethra is rarely diagnosed in 
its early stages. In the majority of cases it is 
treated first as urethral stricture. It passes through 
three stages. In the first stage, as in stricture, there 
is difficulty in micturition which is usually accom- 
panied by urethral pain and often by a discharge 
and is followed sooner or later by retention. As a 
rule the general condition is good. In the second 
stage, a local tumor is found. In the third stage, 
infection is the dominant factor and causes peri- 
urethral abscesses which, in bursting, result in 
fistula formation. 

The operation of choice includes removal of the 
inguinal glands. Joun G. Cuertruam, M.D. 


Susman, M. P.: ‘‘Paget’s Disease’ of the Glans 
Penis. Brit. J. Surg., 1928, xv, 635. 

Paget’s disease occurring in the nipple is fairly 
common, but only thirty-four cases of extramam- 
mary Paget’s disease have been reported. In four- 
teen of the extramammary cases the condition de- 
veloped in the external genital region, and in seven it 
involved the glans penis. Susman reports a case of 
the latter type. 

In the author’s opinion, extramammary Paget’s 
disease may be more common than is usually sup- 
posed, being either overlooked or not recognized 
until obvious cancer has developed. Its clinical and 
histological features are practically the same what- 
ever its site. As the condition is essentially malig- 
nant, the only rational treatment is surgical. 

Joun G. Cueetuam, M.D. 
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GENITAL ORGANS 


Barney, J. D.: The Present Status of the Treat- 
ment of Genital Tuberculosis in the Male. 
New England J. Med., 1928, cxcviii, 442. 


According to one theory, genital tuberculosis has 
its origin in the seminal vesicles or prostate, whereas 
according to another it originates in the epididymis. 
There is general agreement, however, that it is al- 
ways secondary to a focus elsewhere in the body 
which often is healed or quiescent and antedates the 
lesions of the genital tract by many years. 

With certain exceptions, the information gained 
at the autopsy table is misleading or of little value as 
the difficulties in deciding which is the old and 
which the recent lesion are often insurmountable. 

In the presence of tuberculous epididymitis, the 
incidence of prostatitis and vesiculitis is exceedingly 
high, but the prostate and vesicles are rarely affected 
before the age of puberty. 

In spite of careful, patient, and ingenious experi- 
mental work, the results of investigations with 
regard to the paths travelled by the tubercle bacillus 
and their direction are confusing and conflicting. 

Those who hold the view that tuberculosis 
attacks the epididymis first believe that its spread 
to the prostate and vesicles occurs by way of the 
canal of the vas deferens or the lymphatics surround- 
ing this structure. Those who contend that the 
primary focus lies in the prostate and seminal vesi- 
cles believe that the bacilli reach the epididymis 
through the deferential canal by a reversal of the 
normal peristalsis or through the lymphatic chan- 
nels in a direction opposite that of the normal 
secretory flow. 

All writers on the subject agree regarding the 
extraordinary frequency and early date of involve- 
ment of the second epididymis. It is generally 
recognized also that removal of a diseased epididy- 
mis will retard or prevent the appearance of the 
disease on the opposite side. It is probable that 
following the removal of this important source of 
infection the already infected prostate and vesicles 
become less active and therefore less likely to spread 
the disease. It has been shown that ligation, or 
better, resection of the vas deferens on the appar- 
ently healthy side will generally prevent the appear- 
ance of tuberculosis in the epididymis of that side. 

The treatment is divided into the radical surgical, 
the conservative surgical, and the non-operative or 
medical. In the use of any therapeutic method it 
must be borne in mind that genital tuberculosis is 
but a local manifestation of a general condition and 
that the treatment is a problem in immunity. 

The radical operation removes the epididymis, 
testicles (if involved), vasa deferentia, prostate, and 
seminal vesicles. No matter how radical the opera- 
tion, it cannot remove the focus in the lung or 
bronchial lymph glands from which the genital 
process took its origin, nor can it prevent the sub- 
sequent lighting up of this focus with the develop- 
ment of general miliary tuberculosis. 


The radical operation is unnecessarily mutilating 
and its immediate and remote results are no better 
than those of conservative surgery. 

“Conservative surgery” means, generally speak- 
ing, epididymectomy. By the vast majority of 
surgeons epididymectomy is regarded as the treat- 
ment of choice. While formerly this operation in- 
cluded castration, the latter is now done only when 
there is extensive invasion of the gland. 

Of chief importance in epididymectomy is division 
of the vas deferens well beyond the internal inguinal 
ring over the bony pelvis. No fistula will result if 
this is done, whereas if the vas is divided at the top 
of the scrotum, a fistula is sure to follow. 

Barney’s cases and the experience of many 
other surgeons have shown beyond all doubt that 
the results of epididymovasectomy are satisfactory. 

In a period of twenty years, the operative mor- 
tality has been only about 2 per cent. All deaths 
have been due to general miliary tuberculosis. The 
prostate and vesicles which before operation exhib- 
ited the usual nodularity, induration, and enlarge- 
ment eventually and often quite rapidly retro- 
gressed to the point of clinical cure and thereafter 
showed no evidences of exacerbation of the disease. 

The medical treatment of genital tuberculosis in 
the male includes the use of the X-ray, heliotherapy, 
ultraviolet light, and various sera, especially tuber- 
culin. None of these agents alone is of certain 
value, and in the unwise or too prolonged use of 
medical measures the favorable moment for sur- 
gical intervention may be missed. 

Louis Gross, M.D. 


Thomas, G. J., and Exley, E. W.: Some Points in 
the Technique of Pre-Operative and Postoper- 
ative Treatment of Non-Malignant Hyper- 
trophy of the Prostate. Minnesota Med., 1928, 
xi, 297. 

Pre-operative treatment has greatly reduced the 
mortality in non-malignant hypertrophy of the 
prostate. In every case the history should be taken 
carefully and a complete physical examination, an 
X-ray examination, and a cystoscopic examination 
should be made. The authors always practice 
gradual decompression by indwelling catheter before 
operating, and as a rule perform the operation in 
one stage. Sometimes, however, suprapubic drain- 
age is necessary. When the decompression is begun, 
the patient is given 3,000 c.cm. of fluid by mouth 
or rectum, intravenously or subcutaneously, but 
the authors warn that the continued administration 
of large quantities of fluid over long periods of time 
may exhaust the kidneys. If necessary, a hypnotic 
is given to induce rest. 

The patient is kept warm during the operation. 
Patients in poor general condition are not operated 
upon until their resistance has been built up. 

Postoperative hemorrhage is avoided by tying all 
bleeders and using the Pilcher bag. If no bleeding 
occurs in forty-eight hours, all drains are removed 
at the end of that time and irrigation with mercuro- 
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chrome is done through an anchored urethral cathe- 

ter. For the prevention of postoperative epididy- 

mitis, the authors advise bilateral vasectomy. 
BENJAMIN F. Rotter, M.D. 


Barringer, B. S.: Carcinoma of the Prostate and 
Bladder. New England J. Med., 1928, cxcviii, 117. 
Barringer has classified 202 consecutive cases of 
carcinoma of the prostate with regard to the duration 
of life after examination and treatment. 

In only 30 cases (15 per cent) was there any 
reasonable length of life after the first examination, 
and in only a moderately small number of these 
cases of extensive prostatic carcinoma was treat- 
ment beneficial. 

The author emphasizes that patients with exten- 
sive carcinoma of the prostate should never be sub- 
jected to a major surgical operation if it is possible 
to cope with the disease by any other means. It has 
been his habit to do a modified punch operation in 
such cases. 

In selected cases, the treatment should be an 
attempt to destroy the carcinomatous prostate with 
radium, while in those in which operation for re- 
moval of the prostate is done, the prostatectomy 
should be followed by persistent radiation of the 
prostatic bed and of the lymphatics around the 
seminal vesicles. 

In the suprapubic implantation of radium, spilling 
of the infected contents of the bladder into the open 
wound must be prevented. This is best done by 
emptying the bladder by an aspirating device, pad- 
ding the wound well, and removing any soiled pads 
after the bladder is empty. 

By cautery removal of protruding parts of the 
tumor, bleeding is decreased and infection controlled. 
Control of the infection is of importance particularly 
when the tumor is sloughing and badly infected. 
The cautery should be of the quickly heating 
electrical type. 

When the tumor is large, when serious bleeding 
has occurred, and when the bladder is badly infected, 
a rubber drainage tube should be placed in the 
bladder and removed when the bleeding has stopped 
or the infection has been controlled. In the author’s 
cases, the bladder is not sewed to the abdominal 
wound, but a silkworm stitch is placed in the lower 
part so that it can be lifted up if necessary. 

Gold tubes of radium, of a strength of about 2 mc., 
are implanted 11% cm. apart throughout the base of 
the growth. This is the radium method of election. 
It is rare that any other form of radium is used. 

The cystoscopic application of radium should not 
be attempted by one who is inexperienced in the use 
of radium. If there is any reason for doubt as to the 
control of a tumor, the suprapubic operation should 
be done. 

Gold tubes can cause just as much sloughing as 
the older glass seeds, but they generally do not. 
Sloughing usually occurs when radium seeds are 
applied to badly infected tumors and may take a 
long time to pass off. The slough may become 


incrusted with phosphates. The gold seeds cause 
much less irritation than glass seeds, but if twenty 
or more gold seeds are implanted in the base of the 
bladder, considerable rectal irritation may result 
and persist for several weeks. 

CLARENCE R. O’CRowLEy, M.D. 


Roberts, O. W.: Some Notes on Carcinoma of the 
Prostate: Including Evidence of an Intra- 
spinous Route of Dissemination. Brit. J. 
Surg., 1928, xv, 652. 

The author calls attention to the fact that meta- 
static foci of a carcinoma originating in the prostate 
will frequently present themselves clinically as a 
total focus usually involving the skeletal structure 
prior to the appearance of symptoms of the primary 
carcinoma. This he emphasizes by the reports of 
three cases. 

Dissemination occurs by the blood stream, the 
lymphatic route, or an intraspinous route. Roberts 
reports the autopsy findings in a case in which, on 
removal of the spinal laminz with the ligaments in 
one piece from the cervical to the lower lumbar 
region, plaques of growth were found to involve the 
entire length of the ligamenta subflava and the 
intraspinous surface of the lamin. The dura mater 
and its contents and the posterior common ligament 
appeared to be normal. The surprising feature was 
the almost continuous direct spread of the growth 
on the intraspinal surface of the dorsal wall of the 
spinal canal from the sacral to the cervical region. 
The abdominal lymph spread had extended only as 
far as the upper lumbar region. The thoracic duct 
was uninvolved throughout its thoracic course. 

Histological section of the temporal bone showed 
marked invasion by carcinoma cells of the same type 
as those found in the pelvic lymph glands and pros- 
tate. A section of the lamine in the upper dorsal 
region also showed columns of carcinoma cells in the 
tissue spaces of the connective tissue of the liga- 
ments and periosteum of the lamin. Some of these 
columns appeared to be surrounded by a layer of 
endothelial cells suggesting lymph vessels, whereas 
others appeared to lie in close contact with the 
connective tissue fibers and cells. The spinous 
processes and laminz were also extensively involved. 

Roberts concludes that the intraspinous pathway 
consists of spinal lamina with their ligaments and 
lymph spaces and that it plays a very important 
role in the dissemination of carcinoma of the pros- 
tate. J. Sipney Ritter, M.D. 


Powell, R. E.: Sarcoma of the Prostate Gland. 
Canadian M. Ass. J., 1928, xviii, 509. 


Sarcoma of the prostate is comparatively rare. 
It occurs most frequently in infants, but is occa- 
sionally found in the adult and senile prostate. 

The lesion may be primary in the prostate or 
secondary to involvement of the seminal vesicles, 
bladder, testicles, corpora cavernosa, or rectum. 

In the adult, the symptoms begin insidiously and 
are usually referred to the bladder because of 
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difficulty in urination progressing even to the point 
of complete retention. In infancy, the symptoms are 
more frequently referred to the rectum because of 
bulging of the perineum and intestinal obstruction. 

The author reports two cases, one that of an old 
man and the other that of an infant. The old man 
developed urinary retention, and the infant, pro- 
lapse of the rectum and intestinal obstruction. Pain 
is a late symptom and due either to obstruction to 
the outflow of urine or pressure on the sacral plexus. 
Rectal examination always reveals a tumor mass in 
the prostate. Usually there is a suprapubic prom- 
inence which does not disappear on catheterization. 
Metastases may be found in the skin, bones, and 
scrotum. 

The general condition is fair until the sarcoma 
reaches an advanced stage, when cachexia and 
urinary infection lead to speedy impairment of 
health. In the infant, the course of the disease is 
very rapid—from six to nine months. In the old, 
the condition tends to be more chronic. 

The tumor shows many histological variations. 
It must be differentiated from sarcoma of the sem- 
inal vesicles, hydatid cyst of the pelvis, perineal 
abscess, simple prostatic adenoma, and carcinoma 
of the prostate. 

Operation is useless because advanced infiltration 
occurs before clinical symptoms are noticed. 

C. TRAVERS Stepita, M.D. 


Jacobs, L. C.: The Surgical Prostate. California & 
West. Med., 1928, xxviii, 486. 


Jacobs reports upon 209 prostatectomies with 11 
deaths, a mortality of 5.5 per cent, and discusses 
the postoperative complications. 

The factor chiefly responsible for poor results 
from this operation is hemorrhage. One of the 
patients whose cases are reviewed died a few hours 
after a serious hemorrhage which occurred during 
the enucleation. In another case, haemorrhage 
followed the removal of the gauze pack and death 
occurred nine hours later although the bleeding had 
been stopped. 

Postoperative hemorrhage usually occurs within 
the first twenty-four hours or from four to five 
days after the operation. Bleeding during prostatec- 
tomy comes from lacerated edges of the capsule, 
the sphincter muscle, or the plexus of Santorini. 
The most severe hemorrhages occur from large 
prostates that grow up inside the roof of the trigone. 
The oozing is greatest from the posterior lip of the 
capsule. 

The clotting of the blood should be ascertained 


routinely before prostatectomy, and if it is prolonged, _ 


10 c.cm. of a 5 per cent solution of calcium chloride 
should be administered intravenously and three 
injections of 20 c.cm. of whole blood given intra- 
muscularly. Then all bleeding points should be 
ligated or the torn capsule sutured. The inflatable 
rubber bag pack is free from some of the objections 
to gauze. If gauze is used, it should be packed 
around a sound introduced through the urethra. 


Suprapubic fistula were found to be due to the 
eversion of bladder mucosa. 

Drainage of the space of Retzius should not be 
continued too long. The drain should be inserted 
high up on the bladder wall and removed after three 
days. 

Epididymitis occurred in 12 per cent of the cases 
reviewed and in 4 per cent was bilateral. This con- 
dition can be prevented by pre-operative double 
vasectomy and support of the testes. 

BENJAMIN F. Rotter, M.D. 


Rolnick, H. C.: The Etiology of Spermatocele. 
J. Urol., 1928, xix, 613. 


Rolnick states that spermatoceles are more com- 
mon than is generally believed. Examinations of 
the scrotal contents of 55,000 men showed that they 
occur in 1 out of every 100 male adults. In most 
cases they are located above the head of the epididy- 
mis and are extravaginal. They are most common be- 
tween the thirtieth and fiftieth years of age. They 
vary in size from that of a small marble to a size 
larger than that of the testis. Those of the larger 
size are often mistaken for a third testis. The fluid 
of the cyst contains sperms in varying numbers, 
some of which may be motile. 

Experiments carried out by the author on an- 
imals to produce artificial spermatoceles by ligation 
of the epididymis at various levels were unsuccessful. 
The work was done with the idea that in human 
sterility the vas might be anastomosed to such an 
artificially produced semen sac. The results of 
his experiments convinced Rolnick that spermato- 
celes are due to an aberrant tubule at the head of the 
epididymis which persists after degeneration of the 
wolffian body. The exciting etiological factor is 
evidently secretory pressure which gradually dilates 
the end of the blind tube. Obstruction as a cause is 
ruled out not only by the author’s findings but also 
by the fact that occlusion of the epididymis following 
gonorrhoea never produces spermatocele. 

Henry L, SAnrorp, M.D. 


Dew, H.: Sarcomatous Tumors of the Testicle. 
Surg., Gynec, & Obst., 1928, xlvi, 447. 

Dew says that about 50 per cent of the round:cell 
tumors of the testicle contain derivatives of one or 
all of the three primary germinal layers, although 
derivatives of any one of these layers can grow in ex- 
cess and produce what at first glance seems to bea 
homogeneous tumor, Furthermore, any of the deriva- 
tives can undergo malignant change and form a car- 
cinoma or a sarcoma. 

The other common tumors of the testicle are soft 
homogeneous growths resembling sarcomata both 
microscopically and macroscopically and on account 
of the variability in the size and arrangement of the 
cells have often been regarded as such. The writer 
believes that both histogenetically and clinically 
they are a group distinct from the teratogenous 
growths, although there may be great difficulty in 
distinguishing many of them from sarcomata. 
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If both of these groups of tumors are excluded, it 
will be found that only about 2 per cent of testicular 
tumors can be regarded as primary sarcomata. Sar- 
comatous tumors arise from: (1) the mesoblastic 
elements of a teratoma, (2) the intertubular connec- 
tive tissue of the testis and epididymis, (3) the cover- 
ings of the testis and the spermatic cord, and (4) 
blood or lymph borne metastatic emboli. 

It is now recognized that the presence of any 
heterogenous tissue in a testicular neoplasm is pre- 
sumptive evidence of the teratogenous nature of 
such a growth. There seems to be no doubt that 
many cases of spindle-cell sarcoma of the testis de- 
scribed by earlier observers were in reality terato- 
genous growths. 

Two apparently distinct types of primary sarcoma 
of the testis have been recorded, although on account 
of their rarity it is impossible to be certain of their 
histogenesis. These tumors are composed of small, 
round cells and have usually been described as 
lymphosarcomata. 

The author says that the function of the inter- 
stitial cells is apparently to supply an internal secre- 
tion which determines the development of secondary 
sexual characteristics. Various observers have de- 
scribed tumor formation from these cells, but the 
exact nature of these cases has not been determined. 
No one has as yet observed any metastases in tumors 
of this type and none of the recorded cases has been 
definitely proved to be sarcomatous. Sarcomata de- 
rived from the extratesticular structures are com- 
paratively rare. Secondary sarcomata of the testicle 
also are very rare, and usually develop as the result 
of metastatic emboli borne by the blood stream 
from a primary sarcoma elsewhere. 

A number of case reports are given by the author. 

Joun P. O’NetL, M.D. 


MISCELLANEOUS 


Kretschmer, H.L.: Borderline Problems in‘Pediat- 
rics and Urology. Allantic M. J., 1928, xxxi, 452. 

Gannon, N. D.: The Etiology, Diagnosis, and 
Medical Treatment of Acute Pyelitis in Chil- 
dren. Allantic M. J., 1928, xxxi, 456. 

Thomas, B. A., and Birdsall, J. C.: The Diagnosis 
and Surgical Treatment of Urological Condi- 
tions in Children. Allantic M.J., 1928, xxxi, 462. 

Herman, L.: The Practicability of the Modern 
Cystoscope in the Urology of Infancy and 
Childhood. Aflantic M.J., 1928, xxxi, 466. 

Mitchell, J. McK.: Enuresis—Its Etiology and 
Treatment. Allantic M.J., 1928, xxxi, 469. 

KRETSCHMER says that despite the numerous 
contributions on the subject in medical literature, 
the close connection between pediatrics and urology 
is not generally appreciated. Because of this fact, 
many physicians are still unaware that a cystoscopic 
examination can be made in the cases of infants and 
children as easily as in those of adults and do not 
fully realize the great value of such an examination 
in the diagnosis of certain symptoms noted in 
children. 


Kretschmer’s article is based on an experience 
gained in 100 cases of pediatric conditions, some of 
which presented borderline symptoms necessitating 
accurate study before treatment could be instituted. 
In this series there were three cases of appendicitis, 
a condition that is rather infrequent in infancy and 
childhood. In the first case a cystoscopic examina- 
tion was made because a lesion of the urinary tract 
was not excluded by the history or the findings of 
the physical examination. The bladder being found 
negative, a tentative diagnosis of relapsing appen- 
dicitis was made. At operation, the tip of the appen- 
dix was found adherent to the bladder. 

The second case was that of an infant thirty-four 
days old who had a tumor on the right side of the 
abdomen and a history of vomiting and frequency 
of urination. Cystoscopic examination was done on 
account of the frequency of urination, but the find- 
ings were negative. A diagnosis of appendiceal 
abscess with beginning peritonitis was made and 
verified at operation. 

In children, oxaluria is exceedingly rare. 

Lesions of the prostate are also unusual in child- 
hood. In one of the cases reviewed, acute prostatitis 
followed Vincent’s angina, but when the patient 
was first brought for examination by the author the 
throat condition had cleared up. The prostate 
contained pus but no organisms. In a case referred 
for relapsing attacks of pyelitis, the prostate was 
found to be the site of a very acute infection. 

Kretschmer has found that children stand uro- 
logical examination better than adults. He believes 
that the indications for cystoscopic examination 
are exactly the same in infants and children as in 
adults. 

GANNON states that pyelitis or pyelocystitis is one 
of the most common diseases of childhood but is 
frequently overlooked. It occurs most often before 
the second year of age, but is rare during the first 
six months of life. 

The great majority of cases of pyelocystitis are 
caused by the colon-bacillus group of bacteria. The 
condition is particularly common following gastro- 
intestinal diseases in the summer and respiratory 
diseases in the winter. 

The infection is favored by retention. It may be 
caused secondarily by malformations of the kidney, 
bladder, or urethra; renal or vesical calculus; infec- 
tions such as scarlet fever, typhoid fever, grippe, 
diphtheria, septicaemia, tuberculosis, and suppura- 
tive processes on the kidney; renal tumors; inflam- 
mation of the bladder; and diarrhoeal and respiratory 
diseases. 

Pyelitis is frequently manifested by the sudden 
onset of enuresis. It should be suggested also by 
chills, a high and widely fluctuating temperature, 
scanty urine, and pain and tenderness over the 
kidneys. 

The variety of treatments advanced for the con- 
dition demonstrates that none of them is always 
effective. The use of vaccines is not of much value. 
In acute cases with blocking of the ureter, ureteral 
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catheterization of the renal pelves is done. The 
alkali of choice is sodium bicarbonate or citrate 
or acetate of potash in large doses. The urinary 
antiseptic of choice is hexamethylenamine or uro- 
tropin. 

THoMAS and BIRDSALL state that it is now well 
recognized that children are subject to practically 
all of the various urological lesions which occur in 
adults up to the fifth decade of life, and there is 
an increasing appreciation on the part of pediatri- 
cians of the importance of subjecting every child 
with signs and symptoms pointing toward a lesion of 
the genito-urinary tract to a complete and thorough 
urological examination. 

The authors’ youngest patient subjected to a 
urological examination was a female infant four and 
a half months old. 

In many cases a general anesthetic, such as ni- 
trous oxide, ethylene, or light ether, is necessary for 
the examination, but examination of the urethra 
and bladder and catheterization of the ureters 
rarely, if ever, requires more than a few minutes. 

The various functional tests of the kidney are of 
great aid, and careful measuring of the fluid intake 
and urinary output and chemical analyses of the 
blood are important. 

For cases of pyuria of renal origin, Thomas and 
Birdsall prefer indigocarmine. This is of aid not only 
in the localization of the ureteral orifices in an 
inflamed bladder, but also in the differentiation of 
pyelitis and pyelonephritis. 

The authors draw the following conclusions: 

1. No infant or child is too young for a cysto- 
scopic examination. 

2. Anearly and complete urological study should 
be made of infants and children having pyuria and 
hematuria. This should include cystoscopy, 
chromo-ureteroscopy, ureteral catheterization, X- 
ray examination, and, if indicated, ureteropyelog- 
raphy and cystography. 

3. The diagnosis and surgical treatment of uro- 
logical surgical lesions present the same problems 
in infants and children as in adults. 

HERMAN States that it is only recently that partic- 
ular attention has been directed toward the manu- 
facture of satisfactory cystoscopes for children. 
The smallest double catheterizing and irrigating 
cystoscope now made is the Butterfield No. 15.5 
French. This instrument permits the simultaneous 
introduction of two No. 4 ureteral catheters and 
the removal of the cystoscope over them, thus 
allowing the establishment of bilateral renal drain- 
age by catheter in the cases of very young children. 
It provides a satisfactory visual field, but only imper- 
fect irrigating facilities, the evacuation of blood 
clots and heavy mucopus being impossible. 

_ In the cases of infants, cystoscopy requires the 
induction of general anesthesia. In male infants, 
the introduction of an instrument is often a difficult 
procedure. For the passage of any of the catheteriz- 
ing instruments now made, the urethra of the male 
must be dilated and the meatus enlarged by incision. 


_ etiological factors. 
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The reactions to urological examinations are no 
more severe in children than in adults. 

In cases of urinary retention due to congenital 
obstruction in the region of the bladder outlet, 
careful decompression of the dilated urinary tract 
and restoration of renal function must be accom- 
plished before cystoscopic examination is even 
relatively safe. In the presence of marked anaemia 
or dycrasias leading to marked loss of vitality, the 
greatest caution must be observed in advising cys- 
toscopy. 

For cystoscopic examination, children should be 
placed in the horizontal position, without cleva- 
tion of the legs, especially if the procedure is to be 
done under local anesthesia. Ether or chloroform 
are employed in the cases of infants, and nitrous 
oxide-oxygen for older children. Novocain (2 per 
cent) is used routinely for local anwsthesia. <A 
preliminary injection of morphine will help to 
allay fear. Meatus injections of the novocain solu- 
tion should be made very slowly. In the author’s 
cases, 3 oz. of sterile water are injected into the 
bladder. 

Ureteral catheterization should always be done if 
possible, not only for separate specimens and func- 
tional studies, but also for pyelographic demon- 
stration of the lesion. Pyelography calls for great 
caution to avoid overdistention of the infant kidney. 

In conclusion, Herman says: 

1. Cystoscopy in infants, while more difficult 
than cystoscopy in adults, is a thoroughly practical 
and safe procedure. 

2. American urologists and manufacturers have 
produced highly efficient instruments for use in the 
very young. 

3. The technical 
childhood are few. 

4. The small cystoscopes provide a rather small 
visual field, permit the passage of only very small 
ureteral catheters, and provide far from satisfactory 
irrigating facilities, but these are merely handicaps 
and not insurmountable obstacles to a complete 
study of the urinary tract of infants and children. 

MITCHELL calls attention to the fact that it is 
usually the fourth or fifth year before bed-wetting 
impresses itself upon a child’s parents as an abnor- 
mal condition, and it is even later before the condi- 
tion is brought to the attention of the physician. 
Untreated, it ceases spontaneously at about the 
eighth year. 

Any condition which brings about polyuria may 
produce nocturnal enuresis. An excessive fluid 
intake and the use of tea or coffee are possible 
Among pathological causes are 
diabetes, a compensated nephritis, and vesical and 
renal calculi. Enuresis may also be of reflex origin. 
In a large group of cases it must be considered 
idiopathic or of a nervous origin. 

In any case showing an increased output of urine, 
the treatment must be directed toward removal of 
local irritation. It is well known that circumcision 
sometimes results in an immediate cure. 


variations of cystoscopy in 
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In every case of enuresis a general régime should 
be instituted. The diet should be regulated, with 
interdiction of tea, coffee, cocoa, and salt meats. 
The intake of fluids should be restricted after the 
noon meal. The child should have exercise in the 
fresh air in the afternoon, but all violent play and 
excitement should be avoided at night. Care should 
be taken as to the cleanliness of the genitalia. The 
child should empty his bladder just before he goes to 
bed and should sleep alone in the fresh air and warmly 
but not excessively covered. At about 10 or 11 
o’clock he should be thoroughly awakened and 
made to walk to the toilet and pass his urine. He 
should be taught that it is not necessary to empty 
the bladder as soon as a sense of fullness is felt, and 
his attention should be distracted from the bladder 
as the time for micturition approaches. 

Louts Gross, M.D. 


Mertz, H. O.: Congenital Changes in the Urinary 
Organs as They Influence Pyuria of Infancy and 
Childhood. J. Urol., 1928, xix, 371. 

The author reports a series of twenty cases of 
chronic pyuria in infancy and early childhood which 
were seen in the office or at bedside consultation. In 
every case a complete urological examination was 
made. Congenital obstruction in the urethra was 
found in six cases. In the cases of two males and two 
females the narrowing was in the balanic urethra or 
at the meatus. Bladder changes without urethral 
obstruction and of a nature to influence a urinary 
infection were found in two cases. 

Congenital malformations were relatively com- 
mon in the infant and young child. They may occur 
in any portion of the urinary tract and may be mul- 
tiple. The majority of such anomalies result in uri- 
nary stasis. This may be limited to one kidney, or the 
renal pelves, ureters, and bladder may constitute a 
single reservoir. Urinary stasis favors the develop- 
ment of infection. Chronic or relapsing pyuria in 
the infant or child should never be treated by inter- 
nal medication alone. In every case a complete 
urological examination should be made. A careful 
urological study early in the disease will reveal the 
changes at a stage when they are most amenable 
to surgical correction. Tuomas F. Finecan, M.D. 


Kidd, F.: Purpura of the Urinary Tract. Proc 
Roy. Soc. Med., Lond., 1928, xxi, 1105. 

Purpura is characterized by the appearance of 
spontaneous extravasations of blood into the skin, 
mucous membrane, joints, retine, and interstitial 
tissues. The resulting lesions in the skin and mucous 
membranes are called “petechia.” Petechie are 
blood-red or purple, round, ovoid, linear, or poly- 
morphic spots or patches. Some of them are the 
size of a pinhead and others nearly % in. in diameter. 
They do not disappear on pressure, but in a few days 
turn brown and fade away. The occurrence of 
hematuria in purpura has been frequently reported, 
but petechiw of the bladder have been recognized 
only recently. 
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The author reports a series of twenty-four cases of 
hematuria in purpura. In many of them there were 
petechiz on the skin, and in the majority these 
lesions were found also in the bladder. In some of 
them, petechia were discovered in the mucous 
membrane of the kidney removed for dangerous 
hematuria, and in some there were joint swellings 
due probably to extravasation of blood into the 
joints. In others, bleeding occurred from the intes- 
tines, the nose, or the teeth. In one case, nephritis 
was present. Purpuric bleeding from the kidney is 
painless, while that from the bladder is associated 
with pain. 

Clinically, purpuric conditions of the urinary tract 
are of three types: (1) purpura simplex, charac- 
terized by a single or a few mild attacks of hematuria 
which soon clear up and are not repeated; (2) pur- 
pura recurrens, which is characterized by repeated 
severe attacks over a period of years and may 
gradually react to treatment; and (3) purpura 
fulminans, in which one or two attacks occur within 
a short period of time and rapidly lead to death 
within a few weeks or months. Subtypes are purpura 
of the bladder with painful hematuria and purpura 
of the kidney with painless hematuria. 

The author reports five cases of purpura of the 
urinary tract and discusses some of the findings in 
this condition on the basis of a total of twenty-fout 
cases. The ratio of females to males was 10:5. 
Hematuria occurred in every case, but varied in 
degree. In some, it was so severe as to require 
nephrectomy. In all of the cases of purpura of the 
bladder there was severe pain and petechiz were seen 
on the vesical mucous membrane. In seven of eight 
cases of renal purpura, there was no complaint of 
pain. Fever was absent in fifteen cases and mild in 
the others. A noticeable loss of weight occurred in 
only four cases, and a noticeable anemia in only 
eight. As a rule, the blood pressure was low on 
account of the loss of blood. 

The cause of purpura of the urinary tract is be- 
lieved to be a peculiar type of streptococcus occurring 
in the teeth, tonsils, or bowels, which releases into 
the blood stream a toxin having an injurious effect 
on the fine capillary blood vessels. 

In the bladder mucosa, the purpuric patches may 
be scattered or confined to one small area. Their 
edges are well defined, and there is no inflammation 
about them. In the kidney, the patches are found 
in the lining of the renal pelvis. The blood seems to 
exude through the intact mucous membrane as 
though it were being continuously squeezed out. 
Relatively large amounts of blood may be lost from 
the kidney pelvis when the lesion in the kidney is 
slight. 

Purpura of the urinary tract must be differentiated 
from “essential hematuria,” tuberculosis of the 
urinary tract, stone, neoplasm, hydronephrosis, high 
systolic blood pressure, the various anwmias and 
leukemias, and polycythemia. One of the most 
common causes of bleeding from the kidney is acute 
pyelitis. 








ed 


ra 
in 
th 
ira 
ira 


he 


put 
)35. 
in 
ire 
the 
pen 
ght 
of 
1 in 
1 in 
nly 
on 


be- 
ring 
into 
fect 


may 
‘heir 
tion 
yund 
is to 
e as 
out. 
from 
3. J is 


iated 
the 
high 
and 
most 
acute 








GENITO-URINARY SURGERY 


In the fulminating cases, nephrectomy is often 
necessary to save life. In the mild cases, especially 
those in children, the best treatment seems to be 
the administration of 25 c.cm. of anti-streptococcus 
serum by moyth every forty-eight hours for two or 
more doses and the elimination of the foci of infection 
in the teeth and tonsils. According to the severity 
of the condition, autogenous serotherapy, the direct 
transfusion of homologous blood, protein shock 
therapy, or splenectomy may be indicated. 

Removal of the spleen seems to remove the 
hemorrhagic tendency. In some cases, the removal 
of local foci of infection may be followed by cure. 

CLauDE D. Homes, M.D. 


Berry, G. P.: Caudal Epidural Anesthesia in 
Perineal Surgery of the Genito-Urinary Tract: 
A Report of 165 Consecutive Cases. J. Am. M. 
Ass., 1928, xc, 1018. 

Young, H. H.: Epidural Caudal Anesthesia in 
Prostatic Surgery. J. Am. M. Ass., 1928, xc, 1021. 


BERRY reports 165 consecutive cases in which 
epidural anesthesia was used in perineal operations. 

Twenty cubic centimeters of a 3 per cent solution 
of procaine hydrochloride were slowly injected into 
the extradural space of the sacral canal. Para- 
vertebral injections were not used. One-quarter 
grain of morphine with or without atropine was 
given one-half hour before the caudal injection. 
Scopolamine was not used. 

In 84 per cent of the cases there was complete 
abolition of pain, while in 16 per cent general anzs- 
thesia (nitrous oxide-oxygen or ether) was also re- 
quired. 
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Thirteen cases were classified as failures, but there 
were no serious reactions in this group. The epine- 
phrine, administered intravenously in doses of 1 
minim, controlled the unfavorable reactions in every 
instance. The many complications which are com- 
monly seen, particularly in old men, do not contra- 
indicate the use of this method. 

YOUNG in operating upon the prostate considers 
that epidural caudal anesthesia is far safer than 
ether, more satisfactory than local anesthesia, and 
attended with less danger than spinal anesthesia. 
He feels that the relaxation of the perineal tissue is 
much more thorough and complete and therefore 
makes operation much easier. 

Epidural caudal anesthesia, according to Young, 
is satisfactory in such a prolonged and extensive 
operation as radical removal of the prostate with 
the vesical neck, seminal vesicles, and ampulla of 
vas deferens for carcinoma. As clamping, division, 
and ligation of the vas deferens and pedicles of the 
seminal vesicles almost invariably cause pain, Young 
now uses a local injection of procaine hydrochloride 
for this step in the operation, as well as in the radical 
removal of the seminal tract for tuberculosis. Epi- 
dural anesthesia is particularly valuable in cases of 
high blood pressure and in the presence of cardiac, 
renal, and respiratory lesions. 

One especial advantage of epidural caudal anas- 
thesia is that the patients, asa ule, have no gastro- 
intestinal disturbance and are able to drink water 
immediately after operation. The failures have been 
so few that they cannot be considered as a contra- 
indication to the use of this type of anesthesia. 

E_mer Hess, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Krogius, A.: Hamatogenous Actinomycosis of the 
Long Bones (Zur Kenntnis der haematogene Akti- 
nomykose der langen Rohrenknochen). Acta 
chirurg. Scand. 1928, \xiii, 121. 

A woman twenty-nine years of age who had sus- 
tained a blow on her left knee in October, 1925, was 
admitted to the Surgical Clinic in Helsingfors in 
February, 1926, with a tender swelling on the upper 
part of the left tibia, a serous exudation in the left 
knee joint, and marked pyrexia. 

Roentgen examination revealed destruction of 
bone in the upper tibial metaphysis and on trephina- 
tion of the tibia a cavity filled with a yellowish gray 
offensive pus was discovered in the upper part of its 
diaphysis. Later, abscesses developed in the lower 
part of the thigh. The pus contained actinomycotic 
granules. No primary actinomycotic focus could be 
found in the lungs or any other organ. 

In spite of energetic treatment with incision and 
curetting of the abscess cavities, iodine medication, 
and roentgen and sunlight irradiation, there was no 
tendency toward healing. The pyrexia continued 
and the patient died about eight months after her 
admission to the hospital. 

In this case there was evidently a hamatogenous 
actinomycosis in the leg although no primary focus 
could be detected. 

Five cases of similar nature have been described in 
the literature by Wrede, Israel, von Kahlden, Hu- 
bicki, and Keppler. In Keppler’s case, as in the case 
here reported, no primary focus could be found. 


Geschickter, C. F., and Copeland, M. M.: Multiple 
Myeloma. Arch. Surg., 1928, xvi, 807. 

The authors review the history, the theories as to 
the etiology, the characteristics, the diagnosis, the 
treatment, and the prognosis of multiple myeloma 
and supplement their article with thirteen case 
reports and an extensive bibliography. 

Trauma has been considered a causative factor 
in 20 per cent of the cases. Infections have also been 
regarded as a cause, but on account of their fre- 
quency, their importance is doubtful. 

The pain due to multiple myeloma may be divided 
into the following five stages: 

Stage 1: Intermittent, insidious, wandering pain, 
rheumatic or neuralgic and radiating or girdle in 
character, which is worse on motion or pressure. 

Stage 2: Pain of increased intensity associated 
with collapse, prostration, and boring pains. 

Stage 3: Subsiding, intermittent pain. 

Stage 4: Relative absence of pain with sympto- 
matic relief. 


Stage 5: Recurrent, progressively intense pain 
proceeding to death and complicated by neurological 
manifestations. 

Multiplicity is very characteristic of the tumor 
growth in myeloma. Multiple involvement of the 
ribs, sternum, or clavicles and spine occurs in go 
per cent of the cases. The skull and extremities may 
also be involved. The tumors vary in size from that 
of a pin point to that of an orange, and are described 
as elastic, yielding, and pliable or malleable. There 
is often a parchment-like crepitation on palpation. 

Deformity of the thorax results in 60 per cent of 
the cases. Occasionally the extremities are deformed 
with bowing of the long bones. In the spine, flatten- 
ing of the lumbar curve, dorsal kyphosis, and tel- 
escoping of the spinal column due to infraction and 
collapse of the vertebral bodies are common. 

Pathological fracture occurs in 62 per cent of 
cases of multiple myeloma and is often the first sign 
of the condition. The most common site of fracture 
is the ribs. 

In 55 per cent of the cases in which thoracic de- 
formity is marked, clinical bronchitis and emphy- 
sema occur. 

Involvement of the spinal column is followed by 
paraplegia in 4o per cent of the cases. The paraplegia 
is due to compression of the spinal cord by the 
tumor, and is frequently located in the lower dorsal 
or lumbar region. It progresses to flaccid paraplegia 
with incontinence and the development of decubitus 
ulcers.’ Tumors of the ribs may cause intercostal 
neuralgia, and paravertebral tumors may cause 
radiculitis. 

Kidney changes of various types occur in 70 per 
cent of the cases. Multiple myelomata frequently 
cause nausea, vomiting, and colicky pains. 

Metastases have been found in the spleen, lymph 
glands, tonsils, thyroid, suprarenals, ovaries, and 
meninges. 

Bence-Jones bodies have been discovered in 65 
per cent of the cases, but a similar albuminous sub- 
stance is present in a large group of bone and bone- 
marrow diseases. 

The erythrocyte count ranges on an average be- 
tween two and three million. In 70 per cent of the 
cases reported the leucocyte count was normal, 
but in 23 per cent there was a leucocytosis, and in 
7 per cent a leucopenia. 

The roentgenogram in cases of multiple myeloma 
shows rounded, punched-out areas varying in size 
from that of a pea to that of an orange. Pathological 
fractures occur most frequently in the fifth to 
twelfth ribs. The clavicles appear expanded and 
rarefied, and may be fractured or subluxated. The 
vertebral bodies show both rarefaction and globular 
formation. In advanced cases there may be infrac. 
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tion and collapse of the bodies leading to shorten- 
ing, disappearance of the intervertebral disks, and 
lateral deformity of the spinal column with scoliosis. 
The frontal and parietal regions of the skull and the 
long bones may show similar changes. 
Pathologically, the cortex is entirely absorbed, 
the bone cell being of parchment-like thinness. 
The tumor is a dark red or gray red gelatinous mass 
and often bleeds freely. The tumor cells contain 
two or three nuclei, each with a nucleolus. The 
cell resembles the lymphocyte, being poor in 
cytoplasm. The tumor tissue is very vascular. 
The average duration of the disease after its recog- 
nition is two years. Ruporu S. Reicu, M.D. 


Milch, H.: Acute Subpectoral Abscess. Ann. Surg., 
1928, Ixxxvii, 517. 

Milch defines acute subpectoral abscess as a collec- 
tion of pus occurring in an anatomically delimited 
space lying between the pectoral muscles and the 
ribs. This region is divided into a deep subpectoral 
space, a roughly pyramidal-shaped infraclavicular 
space extending from the sternum in front through 
the axilla to the subscapular region behind, and a 
superficial subpectoral space, a roughly triangular 
space which is closed by the clavicle above, open 
below except for the covering of the skin, and 
bounded anteriorly by the pectoralis major, poste- 
riorly by the pectoralis minor and costocoracoid 
membrane, internally by the sternum, and externally 
by the humerus. 

In this article four cases of subpectoral abscess are 
reported and the differential diagnosis is discussed. 
Milch states that when the diagnosis has been defi- 
nitely established, prompt incision and drainage 
along the lower border of the pectoralis major muscle 
is indicated. Pau C. Cotonna, M.D. 


Wagner, L. C.: Posterior Mediastinal Abscess Fol- 
lowing Suppurative Arthritis of Cervical Ver- 
tebrae. Ann. Surg., 1928, \xxxvii, 511. 

Wagner reviews the literature of posterior medias- 
tinal abscess and reports a case in which the condi- 
tion followed a suppurative arthritis of the cervical 
vertebrae. Pus having been discovered on the intro- 
duction of an aspirating needle into the posterior 
mediastinum, a rib resection was done and almost a 
liter of purulent material was evacuated. The tem- 
perature then fell rapidly to normal and the general 
condition slowly but steadily improved. Three 
months after the operation the patient had resumed 
his regular work in an office and was able to walk 
long distances without fatigue. 

Paut C. Cotonna, M.D. 


Hawk, C. L.: The Treatment of Mild Scoliosis by 
Developing the Musculature of the Trunk. J. 
Bone & Joint Surg., 1928, x, 330. 


Of a group of 2,100 students at the State Univer- 
sity of lowa, the author found that 1.9 per cent pre- 
sented a degree of mild scoliosis requiring corrective 
treatment. 


Mild scoliosis in adults is usually of occupational 
or postural origin and its onset appears after the 
attainment of full growth. When the bony structure 
is normal, lateral curvature developing from faulty 
posture after the age of puberty seldom becomes 
worse and can be ameliorated by treatment. Unless 
the scoliosis is of long duration it may be assumed 
that no bony changes have taken place—that there 
is only a maladjustment of the cartilaginous inter- 
vertebral disks with shortening of the musculature 
of one side of the trunk and lengthening of the mus- 
culature on the other side. Rotation of the vertebra 
is accompanied by posterior prominence of the 
ribs on the convex side and a depression of those on 
the concave side. 

The object of treatment in mild scoliosis is to 
develop the musculature of the trunk on the side of 
the convexity so that greater strength and muscle 
tonicity on this side of the chest and abdomen will 
increase the downward pull of the shoulder girdle 
and gradually bring the spine into permanent 
alignment. 

In the procedure used by Hawk, the patient lies 
on a padded table with the convex curvature of the 
spine upward. Then, with the feet held in position, 
the head, arms, shoulders, and chest are raised and 
lowered. Only a certain degree of fatigue is allowed. 

The optimum results are obtained by one hour’s 
exercise each half day for six days a week. 

The patient is instructed to form the habit of 
standing on one foot—the foot on the side of the 
convexity—and, when carrying a weight, to carry 
it in the hand on the side of the convexity because 
the shoulder girdle puts into action the muscles of 
the opposite or convex side of the trunk. 

Norman C, Buttock, M.D. 


Cardis, J., Walker, G. F., and Olver, R. H.: Kuem- 
mell’s Disease. /ril. J. Surg., 1928, xv, 616. 

Kuemmell’s disease is regarded as a traumatic 
spondylitis. It is localized to that portion of the 
spine in which there has been an injury to the verte- 
bre. The symptoms of the injury causing the con- 
dition subside after a variable period, but subse- 
quently the pain returns, occasionally with evidence 
of cord involvement. 

There are two chief theories as to the basic pathol- 
ogy. According to one, it is a collapse of the verte- 
bral bodies following injury to the small vessels with 
focal haemorrhages and thromboses. According to 
the other, it is a trophic disturbance of the vertebral 
bodies due to injury to the nerves and the cord. 

Kuemmell’s disease should always be borne in 
mind in the examination of cases with a recurrence 


“ or undue persistence of symptoms of injury to the 


spine. It must be differentiated from Pott’s disease. 
In the treatment, the spine must be placed at rest. 
Extension on a Bradford frame may be indicated. 
In some cases, ankylosing operations on the spine 
have given good results. 
The authors supplement their article with fourteen 
case reports. Rupovreu S. Reicu, M.D. 
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Billington, R. W., Willis, T. A., and O'Reilly, A.: 
Backache: Report of the Committee of the 
Clinical Orthopedic Society. J. Bone & Joint 
Surg., 1928, xX, 290. 

Having been appointed by the Clinical Orthopedic 
Society to make a report on backache, the authors 
sent a questionnaire regarding the causes, diagnosis, 
and treatment of the conditicn to 250 American 
orthopedic surgeons. Their report is based upon 
the statements of the 79 surgeons who replied. 
The questions, followed by the replies (the latter 
given in most instances in tabular form) were as 
follows: 

Question 1. In your opinion, what are the causes 
of back pain? 


TABLE I. CAUSES OF BACK PAIN 

Surgeons Surgeons 

Condition giving: Condition giving: 
DO btctevendoxcn Spondylolisthesis....... 7 
ME cr sceciaralaateientsiente ane Underdevelopment. 7 
Posture 50 Abdominal conditions... 7 
Congenital anomalies... 43 Flat-foot. . , ; 5 
MRE. isc cec scan) ae Fracture 3 
Infection. . : xacan ee Exposure er 2 
Pelvic conditions. —e Constipation spastic ity. 2 
Fibrositis. . — Automobile er I 
Varied conditions. 10 Luxations..... I 


Genito-urinary conditions 9 


Question 2. Which of these causes are the most 
common? 


TABLE II.--MOST COMMON CAUSES OF BACK 
PAIN 

Surgeons Surgeons 

Condition giving: Condition giving: 
PO ee 30 Sacro-iliac conditions.... 9 
Pere 18 Fibrositis. . io. ae 
MN ay carci anole oleisie 17 Congenital anom: ilies. . . 4 
RS ree 15 Pelvic conditions....... 3 
Focal infection. ........ 10 ee errr - & 


Question 3. Do abnormalities of the lumbosacral 
region play an important part? 


-PART PLAYED BY LUMBOSACRAL 
ABNORMALITIES 


TABLE III.— 


Surgeons 
Reply giving: 
aU oo oa. ghnnaisssraca.vo Asiana bp .aiecara ire. bE 28 
Do not play a a: EEE PE I nee PE rene ene 18 
Area factor..... Riis kaa Se SIDE idea wee aloe aw al 25 
EN. . onic deeb eecedk nnd ctcancewapeneeeces 8 


Question 4. What is your opinion on sacro-iliac 
dislocation? Sprain? 

TABLE IV.—-~OCCURRENCE OF SACRO-ILIAC 

DIS LOCATION 


Surgeons 
Reply giving: 
Seen after severe trauma... . piace ble wee ee. awe aw 17 
RE ere Oe era yet ee Rome 3 
REE RES SS ONO i I eG ein ae ene ane ne 20 
No (statement without exp ani ition) CAE MAC OCA Ee ree 2 


TABLE V.—OCCURRENCE OF SACRO-ILIAC 


SPRAIN 
Surgeons 
Reply giving: 
NR a:b. 9-ap aid oes mace: a bia Geico pry ao b.cle bh RAIA weirs 390 
Moderately MMII, (oo nein Av aig trod Sein ene aean en be 9 
DM ceec hres cele wentawhe@iaine tok seakodseemeseuoeseae 21 
Does not occur.............4++ see cer ecererereseceeecere 4 
Yes (statement without explanation).....................-. 2 
Undecided as to occurrence... ..........6 cece cece ee eee ceee I 


Question 5. How do you differentiate between the 
different types of low back pain? 

It was generally agreed that a correct diagnosis 
requires a carefully taken history and a thorough 
physical examination. 

The acute traumatic conditions may be diagnosed 
on the basis of the history, the findings of the 
physical examination, muscle spasm, the localiza- 
tion of the pain and points of tenderness, and the 
X-ray picture. 

The greatest difficulty is encountered in the diag- 
nosis between sprains and strains of the lumbosacral 
and sacro-iliac articulations. In sacro-iliac strain 
there is pain over the sacro- iliac joint and in the 
sacro-sciatic notch. Straight leg raising, especially 
before the spine begins to move, causes pain in the 
joint, as is the case also with the cross leg test. In 
lumbosacral strain the pain is higher and nearer 
the midline. In lumbosacral conditions, straight 
leg raising is apt to cause pain on both sides. In 
sacro-iliac conditions the pain is referred down the 
back of the leg, whereas in lumbosacral conditions 
it extends down the front of the thigh. On sacro- 
iliac conditions, compression of the crests of the 
ilii may cause pain. In lumbosacral conditions the 
region is rigid, and forward bending occurs at the 
hips. In sacro-iliac conditions, the forward bending 
takes place in the lumbar spine. In the sitting 
position, forward bending is free in sacro-iliac con- 
ditions. In lumbosacral conditions no difference is 
noted. 

The diagnosis of postural defects is usually fairly 
easy. Examination should be made for foot defects 
in addition to gross postural errors. 

The diagnosis of arthritis is based on the history, 
the findings of the physical examination, and the 
X-ray picture. 

Question 6. What form of treatment do you 
employ? 

For cases of acute sprains of moderate degree, 
adhesive strapping or rest on a hard bed is advo- 
cated. For cases of severe sprains, rest in bed or in a 
plaster jacket or a plaster shell is advised. Porter 
uses head traction when the pain is in the spine, 
and leg traction when it is referred along a nerve. 
Physiotherapy and massage are also recommended. 

In chronic backache, all postural defects must be 
corrected, and when arthritis or toxic irritation is 
present, all foci of infection must be removed, 
elimination promoted, and the diet regulated. 
Sacro-iliac supports and spinal braces and corsets 
may be used, and postural exercises, muscle training, 
and physiotherapy are advisable. 
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For chronic persistent cases of lumbosacral and 
sacro-iliac pain, an ankylosing operation is recom- 
mended by many of the surgeons replying to the 
questionnaire. 

Question 7. Have you operated, and if so, what 
have been your results? 

Forty-eight of the surgeons replied that they had 
operated, 29 replied that they had not operated, 
and 2 failed to answer this question. The types of 
operation and the results were as follows: 


TABLE VI.—OPERATIONS AND RESULTS 


-——— ~ Results -——-—-_, 
Not 

Operation No. Good Fair Poor given 
Lumtbosactal.....ccccccccccccess 30 8 ° I I 
Sacro-iliac. . A Pe ne | 3 I 
Excision of fifth lumbar vertebra.. 11 3 5 3 
Type or location of operation not 

ESR RRR 8 5 2 


Question 8. Have you any new method of treat- 
ment? If so, please explain in detail. 

Campbell described an extra-articular arthro- 
desing operation on the sacro-iliac articulation in 
which he makes a raw gutter between the sacrum 
and the ilium and implants therein a portion of the 
iliac crest. NorMan C. Buttock, M.D. 


Feiling, A.: Sciatica: Its Varieties and Treatment. 
Brit. M. J., 1928, i, 386. 


In this paper the author stresses the necessity for 
differentiation between a symptomatic sciatica 
(secondary to some gross pressure lesion) and a 
primary or essential sciatica. In the former the 
cause is usually disclosed by a careful examination 
and by the presence of any of the following signs 
and symptoms: 

1. Pain distributed along the anterior aspect of 
the thigh, the perineum, groin, genital organs, or the 
abdominal wall. 

2. A motor paralysis of the leg or thigh or a drop- 
foot. 

3. Loss of the knee-jerk. 

4. Any marked muscular atrophy. 

5. The presence of the reaction of degeneration in 
any wasted muscles. 

6. Any severe vasomotor disorders. 

7. Any interference with the nervous control of 
micturition, defecation, or the sexual functions. 

8. Lordosis, or a gross deficiency in the spinal 
movements. 

9. History of operation for malignant disease. 

Feiling believes that a further division of the 
“essential” group into neuritis of the nerve and 
“sciatic neuralgia” is advisable. Under the former. 
heading he includes those cases in which there is a 
true neuritis or perineuritis, usually of doubtful 
etiology, which is seldom helped by the removal of 
foci of infection and which is not infrequently seen 
in diabetes. This type is characterized by pain on 
pressure on the nerve, especially over the sacro- 
sciatic notch or midway between the trochanter and 
ischial spine. This is a real pain on pressure, not a 


mere discomfort, and is associated with another 
important sign, the loss of the Achilles jerk and the 
exaggeration of the knee-jerk. 

Sciatic neuralgias are the commonest form of this 
disease. In these there is often no nerve tenderness 
and no loss of the Achilles jerk. A characteristic 
feature is the tendency of the pain to radiate along 
the course of the fifth lumbar nerve, that is, to the 
outer side of the ankle and dorsum of the foot and 
around the head of the fibula. The frequent associa- 
tion of scoliosis with sciatica helps support the claims 
of Sicard and Putti that the lesion often lies in the 
funiculus—that portion of the nerve root between 
the posterior root ganglion and the nerve plexus. 
This portion lies in the bony canal formed by the 
intervertebral foramina and the scoliosis results 
from nature’s attempts to relieve the tension in this 
area by a wider separation of the vertebra. A 
lesion in the posterior nerve roots within the theca 
or subarachnoid space is called a “‘radiculitis” in- 
stead of a funiculitis and occurs mainly in tabes, 
herpes zoster, and spinal meningitis. In true cases 
of radiculitis the spinal fluid shows a lymphocytosis, 
while in funiculitis the albumin is increased without 
cellular increase. These types may be grouped under 
the term “‘central” sciaticas as contrasted with the 
“‘peripheral” group due to a disorder of the nerve 
trunk. 

In attempting to explain the frequency with 
which the central sciaticas occur, attention is called 
to the anatomical peculiarities of the lower lumbar 
region, especially the lumbosacral junction. Putti 
claims that these central sciaticas represent a spinal 
arthritis which can be demonstrated by good lateral 
and stereoscopic skiagrams. As regards the im- 
portance of sacro-iliac disease in the etiology of 
sciaticas the author recognizes the traumatic and 
postural disorders of these joints as definite factors, 
but says that it should be remembered that the 
effects of trauma are not confined to these joints, but 
may involve the lumbosacral relations also. 

The treatment in the “peripheral” sciaticas or 
neuritis type consists of rest, immobilization, heat 
(by diathermy when possible), and saline injections 
into the trunk. In “central” sciaticas or neuralgias ° 
temporary relief is obtained by an epidural injection 
of normal saline or of from 10 to 20 c. cm. of a 40 
per cent solution of antipyrine into the sacro- 
coccygeal foramen where it can come into immediate 
contact with the nerve roots. The protein shock 
therapy, plaster jackets for spinal immobilization, 
as advocated by Putti, and the manipulation of the 
sacro-iliac joints under an anesthetic, as suggested 
by Hoyt Cox, are also of definite value. 

Cuester C. Guy, M.D. 


Mouchet, A., and Ibos, P.: Congenital Absence of 
the Femur (Considérations sur l’absence con- 
génitale de fémur). Rev. d’orthop., 1928, xxxv, 117. 


The authors recently saw two cases of congenital 
unilateral absence of the femur—one complete and 
the other partial. This anomaly is much more 
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common in boys than in girls. From the point of 
view of evolution there are three degrees of the 
anomaly: (1) total and permanent aplasia, which 
is extremely rare; (2) total temporary aplasia, in 
which there is no femur at first but at least parts 
of the bone develop later; and (3) hypoplasia of the 
femur from birth, the most frequent form. 

When the hypoplasia is bilateral and the limbs 
are about the same length, walking is possible and 
the subject is not entirely helpless. When the hypo- 
plasia is unilateral and moderate, the subject is 
able to walk quite well with a good artificial limb 
and the prognosis improves with time as the limb 
becomes strengthened by exercise. In intense uni- 
lateral hypoplasia, however, the functional prognosis 
is serious; the limb is inert and pendant, an artificial 
limb cannot be used, and if crutches are employed 
the limb atrophies from disuse. 

The mildest degree of congenital absence of the 
femur is congenital coxa vara. 

If the cause of this anomaly of development lies 
in the ovum itself, the tissue will be differentiated 
in a false direction but will remain healthy, but if 
the ovum itself is normal and does not find the sur- 
rounding conditions which are necessary for its 
normal development, changes will take place in the 
protoplasm and the anomalous development will be 
associated disease of the tissues. 

Aubrey G. Morcan, M.D. 


Aleman, O.: Traumatic Chondromalacia of the 
Patella (Chondromalacia posttraumatica patellae). 
Acta chirurg. Scand., 1928, \xiii, 149. 

The author has performed anterior arthrotomy of 
the knee joint for various indications in 220 cases. 
Most of the patients were males about twenty years 
of age. In about 33 per cent of the cases examination 
of the patellar cartilage revealed foci of softening 
and fissuring (latent chondromalacia) which had 
caused no noteworthy disturbances. Aleman assumes 
that such foci of fissured and softened cartilage are 
due as a rule to rupture of the cartilage associated 
with contusions of the patella in childhood. They 
rarely seem to arise as a result of knee contusions in 
adults. 

When a knee with latent chondromalacia is ex- 
posed to further injury or is overtaxed functionally, 
the cartilage becomes torn and the consequent 
friction results in irritation with synovitis and mani- 
fest chondromalacia. On microscopic examination, 
such a cartilage gives evidence of regeneration, but 
degeneration or necrosis of the cartilaginous cells 
predominates. Later, a fibrillous, often fringe-like 
ground substance is found. No inflammatory 
changes are noted. 

Manifest chondromalacia has a characteristic 
clinical picture with cartilaginous crepitation local- 
ized to the patella and synovitis localized chiefly to 
the immediate surroundings of the patella. In 
severe cases of older date, marginal osteophytes will 
be found on the patella as well as on the condyles 
(arthritis deformans). 
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In children, the ruptured cartilage should be 
treated conservatively. As a rule, clinical recovery 
will result or the lesion will remain only as a latent 
chondromalacia requiring no treatment. 

In manifest chondromalacia, which should be 
looked upon as a preliminary stage of arthritis de- 
formans, conservative treatment is not suitable. 
The foci or perhaps the entire cartilage should be 
removed surgically. ‘The synovitis is secondary and 
will disappear after the operation on the cartilage. 

Of twenty cases of manifest chondromalacia thus 
treated, re-examination was carried out in twelve of 
the oldest, from seven years to one year after the 
operation. The results were very good. In two cases 
in which a beginning arthritis deformans was present 
at the time of operation, the patient was free from 
symptoms when seen six and two and a half years 
later respectively and roentgen examination showed 
that the condition had not progressed. 

Patella Cubiti. 


Gunn, G.: Brit. J. Sirg., 1928, xv, 


O12. 

Gunn reports a case of fracture of the olecranon 
process of the left ulna in which roentgen examina- 
tion revealed, close to the olecranon, a patella-like 
sesamoid. On relaxation of the triceps tendon the 
sesamoid was freely movable. 

Patella cubiti has been described by numerous 
surgeons. By some it is considered a homologue of 
the patella of the knee joint, but by others it is 
ascribed to trauma. In Gunn’s opinion, it is the 
result of persistent separation of the olecranon epi- 
physis. Rupotru S. Reicu, M.D. 


Adams, A. W.: Club-Foot: Its Nature and Treat- 
ment. Lancet, 1928, ccxiv, 852. 

One infant in every thousand is born with a foot 
in the form of aclub. The malpositions of the various 
types of congenital club-foot are no more than 
exaggerations of the extreme points attainable by 
the movement of the normal foot. In the common 
type of club-foot—talipes equinovarus—the most 
marked derangement is at the midtarsal articulation 
and includes three elements, viz., adduction, inver- 
sion, and flexion (cavus). ‘The author includes in 
his article diagrams illustrating the mechanism of 
these motions. The etiology of club-foot, he says, is 
still a matter of speculation. The tight, shortened 
capsules of the joints on the inner side of the foot 
and the very resistant tendon of Achilles and liga- 
ments at the back and inner side of the heel consti- 
tute the anatomical obstacles to correction. With 
age, the deformity becomes accentuated and the 
tarsus undergoes bony consolidation. 

The treatment involves a long, hard struggle. 
The best results are obtained when it is begun at 
birth and the mother is told at the outset that 
active treatment for from twelve to eighteen months 
and supervision for from two to three years are 
required. Manipulations should be begun imme- 
diately after birth, and at the end of two weeks 
the foot should be forcibly manipulated under 
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anesthesia. After manipulation, the author places 
1-in. zinc-oxide plaster on either side of the leg and 
incorporates the loose projecting ends in plaster 
bandages applied to the knee. This procedure pre- 
vents the casts from sliding off. 

When the resistance calls for it, Adams does a 
subcutaneous tenotomy in front of the internal 
malleolus. Later, when correction is well main- 
tained, he sometimes finds it necessary to perform 
a similar section of the tendon of Achilles just above 
the heel. 

The mother is instructed to soak off the plasters 
every two weeks and to bring the child back the 
next day for a wrenching and renewal of the casts. 
The brief interval of rest and freedom between the 
application of casts prevents the retardation of 
growth caused by long immobilization. This method 
is followed for from six to eight months, until the 
foot is retained in a slight calcaneovalgus position. 
The final stage consists in maintenance of the cor- 
rection and the development of normal function in 
the re-formed foot. 

The foot is maintained in over-correction by 
strapping (Whitman method) combined with the 
use of a light wooden sole-plate. In the meantime, 
daily manipulative correction is continued by the 
mother, and after twelve months the child is meas- 
ured for special night shoes and day overshoes. 

The chief difficulty in the treatment of club-foot 
is lack of coéperation on the part of the child’s 
parents. Rosert C. LoNEerGAN, M.D. 


Morton, D. J.: Hypermobility of the First Meta- 
tarsal Bone: The Interlinking Factor Between 
Metatarsalgia and Longitudinal Arch Strains. 
J. Bone & Joint Surg., 1928, x, 187. 


Abnormal mobility of the first metatarsal is due 
to increased play between the inner cuneiform and 
the scaphoid and middle cuneiform. The medial 
plantar ligaments are slack, and when weight is 
borne by the foot a disproportionate amount of it 
falls upon the head of the second metatarsal, causing 
physiological hypertrophy of this bone which is 
demonstrable in the roentgenogram and the forma- 
tion of a painful callus over the ball of the foot. 

As in cases of short first metatarsals, strain on the 
longitudinal arch and metatarsal pain become trou- 
blesome after adult life has been reached. Contrary 
to general belief, there is normally no arching of the 
heads of the metatarsals, the pain being due to im- 
proper distribution of the weight borne by the dif- 
ferent metatarsal bones. W. P. Biount, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Gray, G. M.: A Case of Osteomyelitis of the Radius 
Treated by Bone Grafting. Brit. J. Surg., 1928, 
XV, 671. 


This article briefly reports a case of acute osteo- 
myelitis involving the entire diaphysis of the right 
radius of a child three and a half years old. The arm 


was opened to expose the entire shaft, but the epi- 
physeal extremities were protected. Carrel-Dakin 
irrigation was instituted, and for two months the 
wound granulated slowly. At the end of four months, 
a sequestrum composed of nearly the entire shaft of 
the radius was removed. A bone graft 5 in. in length 
was then taken from the tibia and wedged in between 
the upper and lower fragments of the radius. 

The wound healed by first intention, but after 
four months a small draining sinus developed in the 
center. The sinus healed in two months. Gentle 
massage and re-educational exercises were then be- 
gun, but after several months the arm became pain- 
ful and X-ray examination revealed a fracture of the 
graft. The fracture united after three months of 
immobilization. 

The final report three years after the grafting is: 
Elbow: Extension full and flexion to 45 degrees; pro- 
nation and supination both very weak. Some supina- 
tion by biceps only. Wrist: Slight extension only, 
but dorsiflexed position maintained by fibrosis of 
extensors and a partial bony lock at the wrist. Good 
recovery in flexors and interossei and very good grip 
of hand. Ropert C. LoNERGAN, M.D. 


Basset, A.: A Penetrating Shell Wound of the 
Knee; Extensive Arthrotomy with Resection of 
the Patellar Ligament; Result After Eleven and 
a Half Years (Plaie pénétrante du genou par éclat 
d’obus; arthrotomie large par section du ligament 
rotulien; résultat aprés onze ans et demi). Bull. et 
mém. Soc. nat. de chir., 1928, liv, 163. 


Extensive arthrotomy with resection of the patel- 
lar ligament was considered by many surgeons during 
the war to have an unfavorable prognosis because of 
the possibility of partial ankylosis of the knee and 
secondary rupture of the resected and sutured liga- 
ment. On re-examination of a patient upon whom 
he had performed such an operation eleven and a 
half years ago, Basset found that the functional re- 
sult was excellent. The patient had resumed his 
work as a farm laborer six months after the operation 
and is still doing that work today. There is no de- 
formity except the scar and excessive flexion of the 
knee. Pace. 


Rocher, H. L.: Conservative Operations in Menis- 
cus Lesions; Subtotal Meniscectomy in Longi- 
tudinal Fissures and Meniscopexy (Opérations 
conservatrices dans les lésions méniscales; la ménis- 
cectomie subtotale dans la fissuration longitudinale 
et la méniscopexie). Bull. et mém. Soc. nat. de chir., 
1928, liv, 466. 

Rocher reports eight cases of injury to the 
menisci of the knee joint, in five of which conserva- 
tive operations yielded entirely satisfactory results 
and in three of which total removal of the affected 
meniscus was necessary. 

Clinically, the cases presented nothing unusual. 
In all but one there had been intermittent locking 
of the joint. In the one without such locking there 
was hydarthrosis with creaking. In four cases in 
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which a longitudinal tear of the meniscus was found, 
the external half of the cartilage was apparently 
viable, securely attached, and still capable of carrying 
on its function. Rocher therefore removed only the 
torn segment of cartilage, performing what he 
terms a “subtotal meniscectomy.” In three cases, 
examination revealed, in addition to the longitudinal 
tear, a transverse tear of the meniscus, separation 
of the external portion of the meniscus from the 
capsule, or severe crushing of the entire meniscus, 
and as the cartilage was believed to be either non- 
viable or incapable of carrying on its function, it 
was entirely removed. In one case the medial 
meniscus was found to be subluxated but appeared 
to be quite normal except for the laxity of its cap- 
sular attachment. A meniscopexy was therefore per- 
formed, the outer border of the meniscus being sut- 
ured to the capsule with fine silk. The patient made 
an excellent recovery and the condition of the knee 
was satisfactory three years after the operation. 
Micuaet L. Mason, M.D. 


Desplas: Rupture of the Antero-External Crucial 
Ligament of the Left Knee; Surgical Repair by 
the Hey-Groves Operation (Rupture du ligament 
croisé antéro-externe du genou gauche; réparation 
chirurgicale, opération de Hey-Groves). Bull. et 
mém. Soc. nat. de chir., 1928, liv, 154. 


The case reported by Desplas was that of a very 
obese rheumatic woman thirty-nine years of age. 
The diagnosis was based on abnormal movements of 
the knee. The slide movement was accentuated; 
there was internal rotation of the knee on its axis; 
and the leg was in hyperextension. These signs, 
taken together, indicate faulty action of the anterior 
crucial ligament. 

The sliding movement alone is not pathognomonic 
of rupture of the anterior crucial ligament, but is of 
diagnostic significance when accompanied by marked 
functional disturbances and by abnormal movements 
made possible by rupture of the anterior crucial, such 
as internal rotation of the leg or hyperextension. 

The advisability of a surgical operation for rupture 
of the external crucial ligament depends upon the 
degree of functional disturbance. In order that a 
lesion of the meniscus or the lateral ligaments may 
not go undiagnosed, a wide incision over the joint is 
necessary. By many surgeons, the split-patella inci- 
sion is preferred. In the case reported, Deplas did 
not immobilize the knee. The excellent functional 
result obtained shows that immobilization is not 
necessary. PACE. 


FRACTURES AND DISLOCATIONS 


Ross, D. E.: The Relation of the Parathyroids to 
the Healing of a Fracture as Controlled by the 
Roentgen Rays. Arch. Surg., 1928, xvi, 922. 


Ross performed a series of experiments substan- 
tiating the results of Morel and Ogawa as to the 
effect of extirpation of the parathyroids on the heal- 
ing of fractures. His conclusions were that the re- 
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moval of two parathyroid glands does not delay the 
healing of fractures, whereas the removal of three of 
them delays bony union for from four to five weeks. 
The blood-calcium level is not diminished by the ex- 
cision of two parathyroids, but when three of these 
glands are excised it drops from 2 to 3 mgm. per 100 
c.cm. and returns to normal as union occurs. 
Rupovpu S. Reicu, M.D. 


Ely, L. W.: The Healing of Fractures: An Experi- 
mental Study. Arch. Surg., 1928, xvi, 942. 

Ely performed a number of experiments on cats to 
determine the réle of the periosteum on the healing 
of fractures. When -the periosteum was stripped 
about 7 mm. from the end of each fragment, examina- 
tion revealed union in one animal after one hundred 
and nineteen days and no union in another after 
thirty-three days. When the periosteum of the 
humerus was removed as thoroughly as possible for 
a distance of 1% cm. and the bone then fractured 
through this area, there was cartilaginous union after 
thirty-two days in one cat, no union after twenty- 
five days in another, and union after seventy-six 
days in a third. 

The conclusion was drawn that the effects of strip- 
ping and removal of the periosteum on the healing of 
fractures are the same. Rupovpu S. Retcu, M.D. 


Oudard: Recurring Luxation of the Shoulder 
Joint (La luxation récidivante de l’épaule). Presse 
méd., Par., 1928, Xxxvi, 201. 


In the operation performed by Oudard for recur- 
ring luxation of the shoulder, a pillow is placed 
under the shoulder and the arm extended along the 
body in external rotation. An incision in the shape 
of an inverted L is then made from the acromio- 
clavicular space to the deltopectoral interspace 
parallel with the clavicle and 1 cm. below it. The 
other leg of the L follows the deltopectoral inter- 
space. The deltoid is resected along the same line, 
1 cm. below the clavicle. 

In the second stage, the coracoid process is divided. 
Four holes are made from its superior to its inferior 
surface in the middle, in such a way that when they 
are united with the scissors a piece about 4 cm. long, 
including the summit and the internal border of the 
process with the muscular insertions, will be de- 
tached. 

In the third stage, the rotation is diminished a 
little so as to relax the subscapularis and the latter 
is resected 3 cm. from its insertion in the head of 
the humerus. The resection involves the capsule. 
The flaps are then sutured with absorbable sutures, 
the external one below the internal one, 3 cm. from 
the extremity of the latter. A second line of linen 
sutures is introduced to fix the end of the internal 
flap in the region of the external insertion of the 
muscle. The subscapularis and the capsule are thus 
shortened by 3 cm. and re-inforced. The lowered 
fragment of the coracoid process is raised and fixed 
in the prolongation of the remaining portion of the 
process, overlapping it by 1cm. A mattress suture 
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around the bony fragments is sufficient to bring 
them together. 

In the last stage, the cut edges of the deltoid and 
the skin are approximated. 

Oudard previously reported nine cases treated in 
this manner. All of the patients are doing well. In 
six new cases there have been no recurrences and 
the patients have resumed their duties in the military 
service. PAce. 


lotti, G.: Operative Treatment of Detachment of 
the Epitrochlea (Contributo al trattamento cru- 
ento nel distacco della epitroclea). Policlin., Rome, 
1928, Xxv, sez. prat. 337. 


Within the past year the author has seen four 
cases of traumatic detachment of the epitrochlea. 
Three of them were cases of complete detachment, 
but in one the epitrochlea was adherent by a small 
marginal fragment to the edge of the spongiosa of 
the metaphysis. In one of the cases the detachment 
of the epitrochlea was the only lesion; in two, there 
was an incomplete supracondylar fracture; and in 
one, there was a subluxation of the elbow with 
traction on the ulnar nerve and hypasthesia and 
paralysis of the region supplied by that nerve. 

Operation was performed in every case. A hole 
was made through the metaphysis of the humerus 
immediately above the site of implantation of the 
epitrochlea and two strong No. 3 catgut sutures were 
passed through it and then through the aponeurosis 
of the muscles attached to the epitrochlea close to 
the detached process. ‘The forearm was then placed 
in flexion at a right angle and strong pronation and 
the sutures were tied, the epitrochlea being thereby 
brought into place. Maintenance of the forearm in 
this position in a plaster cast for twenty-five days 
was followed by massage, the application of heat, 
and active and passive movements. After twenty 
days of this treatment the patient was dismissed 
with complete function of the joint. 

In all of the four cases the anatomical and func- 
tional results were excellent. Non-operative treat- 
ment of detachment of the epitrochlea is quite 
frequently followed by valgism of the elbow. 

Auprey G. Morcan, M.D. 


Eilers, O.: Fractures of the Os Triquetrum of the 
Wrist (Beitrag zur Kenntnis der Fraktur des Os 
triquetrum carpi). Deutsche Ztschr. f. Chir., 1927, 
ccvi, 141. 

The author discusses fractures of the os triquet- 
rum following a discussion of fractures of the wrist 
in general. He has collected thirty-nine cases of 


fractures of the os triquetrum from the literature and_ 


reports four of his own. 

Etiologically, fractures of the os triquetrum are 
classified as direct and indirect, and the latter as: 
(1) tearing fractures occurring in intercarpal luxa- 
tion, (2) compression fractures with breaking off of 
the styloid process of the ulna and typical fracture 
of the radius, and (3) dorsal fractures of the os 
triquetrum. 


The diagnosis is based on the roentgenogram. 
Clinical examination permits only a tentative diag- 
nosis. Therefore an X-ray examination is desirable 
in every case of severe sprain of the wrist. 

The prognosis is favorable. Although a pseud- 
arthrosis is usually formed, function is generally 
good. 

The treatment consists in rest followed by 
physiotherapy. 

The author’s four cases were compression fractures 
occurring in young men. In two, the fracture of the 
os triquetrum was associated with fracture of the 
styloid process of the ulna, and in one with a typical 
fracture of the radius. In one, there was a simul- 
taneous fracture of the scaphoid with secondary 
arthritis deformans related to the accident. In 
another, a differential diagnosis from os bipartitum 
carpi was necessary. Sonntac (Z). 


Osgood, R. B., and Lund, C. C.: Fractures of the 
Odontoid Process. New England J. Med., 1928, 
cxcviii, 61. 

The authors state that the rarity of injuries to the 
odontoid process is in inverse ratio to the gravity 
of their symptoms and that the reported mortality 
of over 50 per cent can be reduced and the morbidity 
can be shortened by appropriate treatment. 

The fracture is usually produced by a blow on the 
head or by a fall in which the back of the head is 
struck. Forward dislocation of the atlas on the axis 
often accompanies the injury and the resulting cord 
pressure is the chief complication. 

The symptoms are those of severe pain in the 
back of the head and neck with spasmodic limitation 
of motion. Difficulty in swallowing and spinal-cord 
pressure symptoms indicate serious injury. The 
pharynx can be palpated along its posterior wall for 
forward displacement of the atlas. Roentgenograms 
should always be made through the wide open 
mouth. Later symptoms of spinal-cord irritation 
or pressure are caused by callus formation, abnormal 
mobility, or osteomyelitis and indicate the necessity 
for immediate treatment. 

The essential principle of treatment is immo- 
bilization; manipulation is dangerous. Sandbags, - 
pillows, and plaster collars are inadequate and as 
soon as possible a bivalved cuirass of plaster or 
leather should be made so as to extend posteriorly 
from the vertex to the lower dorsal spine and 
anteriorly from the chin to below the nipples. This 
may be made by placing the patient in a lake of 
plaster cream after greasing the body. When the 
plaster has hardened an anterior mold may be made 
in the same way with plaster cream. When the two 
halves are placed together and filled with plaster a 
torso is made on which a permanent plaster or 
leather cuirass can be constructed. This should be 
worn for three months and followed for another 
three months by less complete immobilization in a 
Thomas collar. This collar should also be used in 
the old cases showing progressive changes. 

Cuester C. Guy, M.D. 
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Guillemin: Isolated Fractures of the Transverse 
Processes of the Lumbar Vertebrz; Results 
and Roentgenogram Three Years Later ([rac- 
tures isolées des apophyses transverses des vertébres 
lombaires; résultats at radiographie trois ans aprés). 
Bull. ct mém. Soc. nat. de chir., 1928, tiv, 275. 


Guillemin reports the case of a man thirty-nine 
years old who fell backward from the second story 
of a building, struck his left lumbar region on the 
rung of a ladder, and could not rise. Intense pain 
was felt in the dorsolumbar region and was inten- 
sified by the slightest pressure. In addition, the 
muscles throughout this region were strongly con- 
tracted. A roentgenogram taken soon after the 
accident showed fractures of the transverse processes 
of the first to fourth lumbar vertebra. These were 
treated by immobilization in a plaster cast. Three 
years later the patient began to have intense pain 
in the same region and along the sciatic nerve. As 
roentgenograms showed that calluses had formed, 
the authors believe that the pain was probably at- 
tributable to the pressure exerted by the calluses on 
the nerves. 

Fractures of the transverse processes are now 
known to occur quite frequently instead of rarely as 
was once thought. Since insurance companies have 
been requiring systematic roentgen examinations of 
serious contusions of the back, persistent lumbago, 
and stubborn sciatica after industrial accidents, and 
since the use of the Potter-Bucky diaphragm has 
made it possible to get clearer roentgenograms of 
the transverse processes of the lumbar vertebra, 
many more cases of fracture of this type have been 
discovered. Herndon collected the histories of 941 
cases of industrial accidents to the spinal column 
and was able to obtain good roentgenograms of 402. 
Isolated fracture of the transverse processes was 
found in 36 (9 per cent) of the 402 cases. 

These fractures occur very frequently in miners as 
a result of direct violence, such as the falling of 
earth or stones on the back, or indirectly by violent 
contractions of the sacrolumbar muscles which tear 
off the processes. Furthermore, as miners habitually 
work in a stooping position, they are particularly 
apt to sustain such fractures on rising suddenly and 
lifting heavy weights. 

When the accident occurs there is usually intense 
pain and possibly loss of consciousness. Later exam- 
ination shows a fixed position with inclination of 
the body toward the well side in unilateral fractures 
or forward in bilateral fractures and intense pain 
over the spinous processes. 

The author reports also a case in which the 
roentgenogram showed fractures of the transverse 
processes of the second, third, fourth, and fifth 
lumbar vertebra on the right side and of the last 
two lumbar vertebra on the left side. This case 
particularly illustrates the great value of roentgeno- 
grams in the diagnosis. 

In fractures of the transverse processes from direct 
violence the average period of incapacity is three 
months, the minimum fifteen days, and the maxi- 


mum six months. In fractures from indirect violence 
there are extensive lesions of the muscles and liga- 
ments and the time required for recovery is twice 
as long. The treatment consists in rest in bed and 
the wearing of a plaster corset for several weeks, 
followed by massage and heat and light treatments. 
In the cases in which sciatica results from pressure 
of the calluses, the diagnosis is based not so much 
on the roentgen picture as on the history of serious 
traumatism followed by persistent lumbago with 
exacerbation of the pain on pressure over one or 
more of the transverse processes. 
Auprey G. MoreGan, M.D. 


Odelberg-Johnson, G.: Thirteen Cases of Im- 
pacted Medial Fractures of the Neck of the 
Femur. Acta chirurg. Scand., 1928, \xiii, 107. 

The author has collected thirteen cases of medial 
impacted fracture of the neck of the femur. In all, 
the originally broad contact between the fragments 
was retained in spite of weight-bearing. In eleven 
cases a beginning or advanced bony union was estab- 
lished. On the basis of these cases the conclusion is 
drawn that, under suitable treatment, impacted 
medial fractures of the femoral neck will unite to a 
great extent by bony callus. Therefore in cases of 
moderate malposition in elderly persons care must 
be taken not to disturb a definitely established im- 
paction. In the more severe fractures, weight-bear- 
ing on the injured limb should be avoided for at least 
six months. 

On the basis of Kocher’s investigations, the author 
considers medial fractures of the femoral neck arising 
from a blow on the lateral aspect of the great tro- 
chanter to be combined compression and bending 
fractures. He is of the opinion that a blow on the 
posterior aspect of the great trochanter causes such a 
powerful bending of the neck that the interangula- 
tion of the fragments renders impaction impossible, 
but if the neck is struck at a smaller angle, the angu- 
lation of the fragments will be less marked and the 
force will be sufficient to cause impaction. 


Deubner: The Treatment of Fracture of the 
Femur (Beitrag zur Behandlung der Oberschenkel- 
brueche). Arch. f. klin. Chir., 1927, cxlix, 12. 

The author has made a study of 138 cases of 
fracture of the femur, exclusive of fracture of the 
neck and trochanteric regions, treated at the Nuern- 
berg Hospital during the period from 1919 to 1926. 
One hundred and nine of the patients were males and 
29 were females. In 25 cases the fractures were 
compound. 

After manual reposition under anesthesia, primary 
fixation was maintained in a plaster-of-Paris cast in 
eighteen cases. Healing was firm in seven cases and 
in five cases weight could be borne on the injured 
limb. There was shortening of from 1 to 12 cm. and 
the knee-joint action was poor. Seven of the pa- 
tients reported at a later time. Six of them had been 
able to resume their former occupations, but with 
more or less difficulty. 
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The author believes that the results of immediate, 
powerful, continuous traction directly on the bone, 
if possible, were better than those obtained by 
manual reposition. However, if continuous traction 
was not effective, manual reposition was instituted 
before the appearance of muscle irritability (second 
week) and then followed by continuous traction. 

Six patients were given no particular treatment 
because of their grave general condition. Five of 
these patients died. The sixth patient was a woman, 
seventy-three years of age. She had sustained an 
oblique, supracondylar fracture which healed with- 
out loss of function. 

Five cases of fracture of the lower third of the 
femur were treated with Zuppinger’s splints, but 
the results were so poor that this method was 
abandoned. 

With forty-six patients extension was maintained 
with adhesive plaster. Good results were obtained 
when separate extension apparatuses were applied 
to the thigh and the lower leg with the limb in semi- 
flexion. 

Forty-five primary and sixteen secondary frac- 
tures were treated by means of nail extension (Stein- 
mann) or tongs. In recent cases demanding some 
form of continuous extension treatment the leg has 
been placed in semiflexion in a frame splint (Matti, 
Deubner), if continued control was possible and if 
mobilization could be started early. Nail or tongs 
extension offers better and quicker correction than 
adhesive-plaster traction. Weights totaling from 
20 to 40 lb. are used, the separate weight on the 
lower leg not exceeding 5 lb. If over-correction 
occurs the weight is reduced. Extension is main- 
tained for from three to six weeks. 

In sixteen cases in which nails were used and in 
one case in which tongs were used infection occurred. 
In seven of these cases there was extensive abscess 
and sequestrum formation. Deubner states that the 
nail should never be left in place for longer than 
three weeks. Because of the danger of infection when 
nails are used, only the tongs are now employed. 

Deubner reports that in 107 cases treated by con- 
tinuous traction the mortality was 5.6 per cent. 
Eighty-six of the patients were cured. Sixteen had 
marked dislocation of the fragments. In seven cases 
the treatment failed. 

Open operation was performed in ten cases. Seven 
of the fractures were secondary. The treatment of 
the three primary fractures was unsuccessful. Lane 
plates were used in nine cases. One patient re- 
ceived no special form of fixation treatment. Union 
was solid in three cases and incomplete in two cases. 
Two of the patients were discharged from the 


hospital before the plaster-of-Paris cast was re-~ 


moved and the end-results were fair. In all cases 
primary bone suture was avoided and secondary 
suture was used only when closed methods had 
failed. Nine total amputations were necessary. 
Death occurred in three cases. 

Twenty-five cases of compound fracture were 
treated. Five of the patients died. In two cases 


amputation was necessary. In fourteen cases firm 
union resulted. 

The author concludes that the best and quickest 
correction is secured by direct traction on the bone 
and that the tongs are superior to adhesive-plaster 
extension and to the Steinmann nail. 

VORDERBRUEGGE (Z). 


Henderson, M.S.: Bucket-Handle Fractures of the 
Semilunar Cartilages. J. Am. M. Ass., 1928, 
XC, 1359. 

The author's reasons for calling attention to the 
bucket-handle type of fracture are its frequency of 
occurrence as compared with other fractures of the 
internal semilunar cartilages and the fact that it 
may be overlooked at the time of operation if the 
surgeon is not aware of its nature. This type of 
fracture was found in 2 cases in which it had not 
been noted on previous exploration. 

In a series of 232 cases, the internal semilunar 
cartilage was found to be involved 12 times as 
often as the external. The freedom of the external 
cartilage from injury can be accounted for by its 
lax attachment to the capsule and also by the fact 
that the final rotary or screwing motion occurring 
between the internal condyle and the inner tuberosity 
of the tibia during extension is practically absent on 
the outer side. 

Injuries to the semilunar cartilage are most com- 
mon in men in the active period of life. It is not 
always easy to determine whether the injury is in 
the internal or the external cartilage. The author 
concluded from his series of cases that injuries are 
produced in either cartilage in the same manner. 
In the differential diagnosis no aid was obtained 
from the subjective symptoms. When the external 
cartilage was injured, the pain and tenderness was 
generally on the outer side and the pain was often 
referred to the outer portion of the popliteal space. 

Seventy bucket-handle fractures were encountered 
in the series of 232 cases—68 of the internal cartilage 
and 2 of the external cartilage. The other types 
of fracture are referred to in a diagram and are not 
discussed in the article. The fact that one-third of 
the fractures were definitely classified as of the bucket- 
handle type demonstrates the importance of this 
fracture. 

At the time of the injury, the knee is usually 
partially flexed, the foot is rotated outward and 
abducted, the body weight is transmitted through an 
angle, and the semilunar cartilage, with the leg in 
this position, is placed at its deepest point in the 
joint. If extension is carried out without correction 
of the angulation due to the abducted position of 
the leg, the condyle of the femur rolls down on the 
meniscus and the latter, being firmly attached to 
the capsule, may be caught firmly between the 
condyle and the head of the tibia and fractured. 
The condyle crushes into the body of the cartilage, 
not at the extreme anterior portion, but farther 
back, at about the juncture of the anterior and 
middle third, the tear occurring really in the middle 
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third. This produces a loop attached anteriorly 
and posteriorly, which is carried over into the 
intercondylar notch and held there. Typical symp- 
toms of pain and swelling follow, and extension is 
prevented. It is often assumed that the bucket 
handle type of fracture does not cause recurrent 
attacks of locking, that being typical of only the 
pedunculated type. According to the author’s 
experience, this is not true, for in many cases of 
the typical bucket-handle fractures noted at opera- 
tion the typical recurrent attacks of locking com- 
monly seen in the ordinary type of tear or fracture 
occurred for months or years. 

Details regarding the injury, pain, disability, 
swelling, and recurrent locking are given. A positive 
pre-operative diagnosis of bucket-handle fracture 
can be made only when the prominent residual 
symptom is lack of extension. In most cases in 
which the patient cannot fully extend the knee 
and has a feeling of insecurity, the bucket-handle 
type of fracture of the internal semilunar cartilage 
will be found, provided roentgenograms are 
negative. 


MacKinnon, A. P.: Fracture of the Lower Articular 
Surface of the Tibia in Fracture Dislocation of 
the Ankle. J. Bone & Joint Surg., 1928, x, 352. 


Of 100 cases of fracture of the ankle studied by 
the author at the Winnipeg General Hospital, 10 
showed a fracture of the posterior articular margin 
of the tibia and 5 a fracture of the anterior margin 
of that bone. The external malleolus was involved 
alone in 43 cases and the internal malleolus alone 
in 7 cases. In 28 cases there was involvement of 
the fibula and the internal malleolus. 

The lower tibial articular surface is concave in an 
anteroposterior direction, and the posterior lip 
projects down behind the astragalus 4 or 5 mm. 
lower than the anterior lip. This probably accounts 
for the more frequent incidence of fractures of the 
posterior lip. The mechanism causing fracture of 
the posterior lip is usually a fall with the foot doubled 
under the body, causing forced plantar flexion of the 
ankle and an upward and backward thrust of the 
astragalus against the tibia. 

The author has made a special study of 16 cases 
observed in the Galloway Orthopedic Clinic. Thir- 
teen were of the posterior lip and 3 of the anterior 
lip. All occurred in adults. Eleven of the patients 
were women. In 1o of the posterior fractures the 
external malleolus was broken, and in 3 the internal 
malleolus was broken. The tibial fragment always 
maintained its proper relation to the foot. 

In recent cases it is easy to reduce this fracture, 
but if improper treatment has been given for four 
weeks or longer it may be impossible to restore the 
normal concave contours of the articular surface 
and more or less permanent disability may result. 
None of the author’s cases was seen late. In 6 of 
them, restoration of a useful joint appeared hopeless 
and an arthrodesis of the ankle was therefore con- 
sidered necessary. 


The 3 fractures of the anterior lip were all of about 
the same type—a column of bone about 5 cm. in 
height and about two-fifths of the articular surface 
had been broken off and displaced slightly upward 
and the foot was displaced upward and forward. 
When one of the patients was seen after solid 
union had occurred an arthrodesis was necessary to 
relieve the disability. 

The best treatment for the posterior marginal 
fracture is the same as that for Pott’s fracture, viz., 
strong dorsal flexion and supination of the foot and 
fixation in this position by means of a plaster cast. 
In anterior fractures the fragment may be reduced 
by manipulation, but if the roentgenogram shows 
separation after the foot is in a cast, an open 
operation should be done to obtain a good weight- 
bearing articular surface. 

WicttaAM A. Crark, M.D. 


Patel: Fifty Cases of Osteosynthesis for Uncom- 
plicated Spiral Fracture of the Tibia (Cinquante 
cas d’ostéosynthéses pour fracture spiroides du tibia 
non compliquées). Bull. et mém. Soc. nat. de chir., 
1928, liv, 256. 

For the reduction of spiral fractures of the tibia 
Patel induces spinal anesthesia, attaches the foot 
of the fractured limb to one end of the operating 
table, and slants the table so that the weight of the 
body will pull the fragments into contact. The 
table is then returned to the horizontal position. 
Patel stands on the side opposite the fractured limb. 
The normal leg is bent back. Removal of the 
periosteal and muscular covering from the ends of 
the bones is avoided as much as possible. 

The holes for the screws used for the osteosyn- 
thesis are made with an American bit and a tap- 
borer, both mounted on a hand perforator. The 
diameter of the former is 1.5 mm., and that of the 
latter 2.8mm. The thread is 100. Only the anterior 
surface of the bone is perforated. 

Lane plates slightly modified, to mm. broad, 3 
mm. thick, and 12, 14, or 16 mm. long are used. 
These have six holes, three ateachend. The screws 
used are Sherman screws 20 mm. long and 3 mm. 
thick, with a 100 thread. 

After the osteosynthesis the patient is kept in a 
metal trough for forty-eight hours. At the end 
of that time the leg is left entirely free. 

The earlier the operation is performed the fewer 
the difficulties. In the fifty cases which are the sub- 
ject of this report and in thirty more recent ones, 
the wound healed by first intention. The patients 
were allowed to get up and bear weight on the foot 
after from forty-five to sixty days and were usually 
able to walk without a cane after one hundred and 
forty-eight days. The average duration of oedema 
was eighty-one days. In four cases there was no 
cedema. The plate was removed three months 
after the operation. 

The return to normal length and shape of the limb 
is one of the most remarkable results of this surgical 
reduction. The author had only four cases of short- 
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ening. In twenty-three cases the joint function was 
normal. In five, there was slight limitation of 
extension and flexion of the foot. Muscle atrophy 
occurred in eight cases. The trophic results were 
excellent. 

In conclusion the author states that osteosyn- 
thesis neither shortens nor lengthens the duration 
of ‘temporary incapacity.” Pace. 


Conwell, H. E.: The Treatment of Severe Injuries 
of the Leg by Traction with the Steinmann 
Pin Through the Os Calcis. J. Bone & Joint 
Surg., 1928, x, 268. 

Of a series of 500 cases of fracture of the shaft of 
the tibia and fibula which were treated in the 
Orthopedic Clinic of the Employees’ Hospital, 
Fairfield, Alabama, 125 were cases of compound 
fracture in which the average damage to the soft 
structures was rated at 3.3+ and the maximal 
damage to those structures was rated at 4+. The 
degree of soft structure injury was recorded as 
follows: 

1+: simple fractures with slight soft structure 
injury without comminution of the bone. 

1.5+: simple fractures, usually not comminuted, 
with moderate soft structure injury and slight 
intramuscular hemorrhage. 

2+: fractures with a puncture wound of the leg, 
with or without comminution of bone or a com- 
pound fracture, and with moderate soft structure 
injury and intramuscular hemorrhage. 

2.5+: fractures with or without a slight lacera- 
tion through the skin and fascia, but with severe 
soft structure injury and intramuscular hemorrhage 
and with or without comminution of the bone, 
usually not compounded. 

3+: fractures with one or more large lacerations 
extending through the skin and fascia and part of 
the muscle, with severe soft structure injury and 
marked intramuscular hemorrhage and with a com- 
pound comminution of the bone. 

3-5+: fractures with a deep laceration through 
the skin, fascia, and muscle, exposing the bone, and 
with severe soft structure injury, marked intra- 
muscular hemorrhage, and compound comminution 
of the bone, and with or without injury to the nerves. 

4+: fractures with irreparable injury to the soft 
structures and nerves with loss of blood supply, and 
with or without comminution of the bone, in which 
amputation was necessary. 

The first 40 of the series of compound fractures 
mentioned were treated by débridement and the 
application of a plaster cast. The 35 cases which were 
least severe were treated by adhesive traction on 
the leg or traction with the aid of a skate, conserva- 
tive surgery, and the subsequent application of 
circular plaster casts. The remaining 50 of the com- 
pound fractures—those which were most severe— 
were treated by conservative surgery on the bones 
and soft structures, traction by the Steinmann pin 
through the os calcis, and the later application of a 
plaster cast. 


The results of the last two methods have been so 
far superior to those of the débridement and plaster- 
cast methods that the latter have been practically 
abandoned. When properly carried out in selected 
cases, the use of the Steinmann pin through the os 
calcis as an aid to traction will give good results 
when other methods fail. 

In the series of cases in which the Steinmann pin 
was employed the soft structure involvement 
averaged 3.5+. In 14 cases the soft structure 
injury was so Severe that the advisability of amputa- 
tion was considered when the case was first seen. 

The number of days the Steinmann pin was used 
averaged twenty-five and seven-tenths; the number 
of days the plaster cast was worn averaged thirty- 
eight and one-tenth; the number of days the patient 
remained in the hospital averaged thirty-one and 
six-tenths; and the number of months before walk- 
ing was resumed averaged four and two-tenths. The 
longest period spent in the hospital was five and 
seven-tenths months. ‘The longest period in which 
the Steinmann pin was used was thirty-eight days, 
and the shortest, twenty days. The longest period 
that the patient was incapacitated for full duty was 
ten months, and the shortest period, four and five- 
tenths months. 

Six industrial patients had a disability of the knee 
and ankle which prevented them from returning to 
the duty in which they were engaged when they 
were injured. However, they are able to earn a 
living at a lighter form of industrial occupation. 
With the exception of two others, the patients with 
industrial injuries of both legs who had an amputa- 
tion of one leg but good results in the other leg, 
returned to the occupation in which they were 
engaged at the time they sustained their injury. 
Patients with industrial injuries returned to their 
work later than others. 

The only infection was due to the slough resulting 
from severely devitalized soft structures. 

In a study made of the healing in cases treated 
with the Steinmann pin it was found that the wound 
produced by the pin in the os calcis healed com- 
pletely within an average of four and_ five-tenths 
months after the removal of the pin. Good results 
from the application of the Steinmann pin were 
obtained in every case except one. In the one 
exception, a cystic formation developed in the os 
calcis, but this cleared up in a short time and the 


patient has had no pain from the complication. 


The Steinmann pin should be applied directly 
through the os calcis. It should not be applied 
through the soft structures alone, that is, between 


_ the tendon of Achilles and the os calcis, as this 


application may result in necrosis of the tissue and 
severe pain due to the pull on the soft structures. 
In the cases reviewed the use of the pin caused less 
pain than the two other methods. Pain is negligible 
when the pin is applied properly. 

The pin should be removed as early as possible, 
since if it is allowed to remain too long it is liable to 
cause a dragging on the skin edges and soft struc- 








252 INTERNATIONAL ABSTRACT OF SURGERY 


tures which will result in necrosis of the tissues and 
possibly in damage to the os calcis with pain. The 
time of its removal depends upon the condition of 
the soft structures as much as, if not more than, 
upon the amount of callus formation between the 
bone ends. In every case the muscles, nerves, and 
blood vessels were considered the major compli- 
cating factors. Union and healing were dependent 
primarily upon the soft structure involvement; the 
comminution of the bones was of secondary impor- 
tance except where sequestra occurred and caused 
large gaps in the continuity of the bone. 

In the use of the Steinmann pin through the os 
calcis for traction excellent care can be given the 
soft structures; the necessary amount of traction 
can be obtained over a prolonged period; alignment 
can be maintained; correction of overlapping frag- 
ments can be made; radiant light, other forms of 
treatment, and active and passive motion of the 
joints can be carried out without difficulty; frequent 
checks with the X-ray can be made; dressings can 
be easily applied; proper care can be given the soft 
structures or a compound wound; the pain is les- 
sened; and better general care is possible. 

In the treatment of gunshot wounds no surgical 
interference was carried out in the beginning except 
cauterization of the wounds of entrance and exit. 
If infection occurs in such cases, as is rare, incision 
and drainage can be carried out later. 

These cases demand the most competent surgical 
supervision and should be given attention, both in 


the hospital and the out-clinic, by the same surgeon- 
The surgeon should at all times exert every effort 
to obtain the coéperation of the patient. Poor 
results are frequently due to temporary neglect on 
the part of either the surgeon or the patient. 


Wright, V. W. M.: French-Heel Fractures of the 
Tarsal Scaphoid. Ann. Surg., 1928, |xxxvii, 587. 


Eighty per cent of fractures of the tarsal scaphoid 
occur in women wearing high heeled pumps with 
open fronts and are caused by hyperextension (plan- 
tar flexion) of the foot on the ankle joint accompa- 
nied, as a rule, by eversion or inversion. 

Roentgenograms of feet wearing high heeled 
slippers show that the joint spaces are widened 
abnormally in the front of the tarsal joints. Con- 
sequently, when there is a sudden twist or backward 
thrust on the foot, the already hyperextended 
joints cannot stand the strain and an avulsion 
fracture results. 

The author reports twenty cases of fracture of 
the tarsal scaphoid. In 60 per cent, the scaphoid 
alone was involved. In the others, chips had been 
broken from the joint margin of the cuneiform and 
astragalus. 

The treatment should consist in immobilization 
in straps with the foot in strong dorsal flexion for 
about three weeks. After three weeks, an elastic 
bandage will be sufficient. Prolonged immobilization 
is useless as bony union of the detached fragment 
rarely results. Winuram A. Crark, M.D. 
































SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Pemberton, J. deJ., and Saint, J. H.: Congenital 
Arteriovenous Communications. Surg.,Gynec. & 
Obst., 1928, xlvi, 470. 

Abnormal communications between arteries and 
veins may be either congenital or acquired. The 
majority of cases are of the latter type and result 
from such traumata as stab and bullet wounds. 
Congenital cases, however, are rare and have no 
history of trauma. The condition manifests itself at 
birth or at some time afterward and usually runs a 
progressive course. 

In congenital cases there are multiple communi- 
cations between the artery and the vein, but in 
cases of traumatic origin there is usually only a 
single communication. 

The authors report nine cases of congenital ar- 
teriovenous communication treated at the Mayo 
Clinic and state that it would seem possible to 
explain the etiology satisfactorily on embryological 
grounds. For instance, Sabin has found that certain 
vessels which function as arteries during one stage 
of embryonic development function as veins during 
another stage and Woollard, illustrating the develop- 
ment of the blood supply in the fore limb bud of the 
pig embryo, has shown that when the subclavian 
artery and vein are beginning to be differentiated 
from the original capillary network, there are 
multitudinous communications between the two 
vessels. 

The commonest sites of occurrence of these con- 
genital abnormal communications between arteries 
and veins are the vessels of the head, both the ex- 
tracranial and the intracranial, and those of the 
neck. The vessels of the extremities also are some- 
times involved, but the vessels of the trunk are 
rarely, if ever, affected. 

The authors discuss from the local, regional, and 
general systemic standpoints the effects to which 
an arteriovenous fistula may give rise. In the con- 
genital cases they found that while the local and 
regional effects were similar to those demonstrable 
in the acquired type, the general effects were not 
nearly so well marked. In addition the effects of the 
congenital form were produced much more slowly. 
Probably these two observations can be attributed 
to the better adaptation of the cardiovascular 


mechanism when the abnormal condition exists from * 


birth. 

In conclusion the authors state that on account 
of the presence of multiple communications and 
because of the progressive nature of the condition, 
cases of the congenital type are more liable to neces- 
—_ radical amputation than cases of the acquired 
ype. 


Descomps, P.: Arteriovenous Aneurisms (A propos 
des anévrismes artériosoveineux). Bull. et mém. Soc. 
nat. de chir., 1928, liv, 104. 

Caraven: Arteriovenous Aneurisms (A propos des 
anévrismes artério-veineux). Bull. ef mém. Soc. 
nat. de chir., 1928, liv, 116. 


During the war, Descomps observed about forty 
arteriovenous aneurisms. The greater number oc- 
curred in large vessels. In such lesions it is scarcely 
possible to carry out a reconstructive aneurismor 
rhaphy such as may be done in sacciform arterial 
aneurisms. 

For examination of the endovascular lesions and 
those in the vicinity, temporary bipolar hamostasis 
is necessary. The simplest method is compression 
en masse of the whole limb. 

When the lesion is a simple arteriovenous fistula 
the two vessels should be separated, the vein ligated 
laterally, and the arterial strait ligated or sutured. 
When the arteriovenous fistula is complicated by 
the presence of a sac more or less surrounded by 
secondary hematomata, both intravascular and ex- 
travascular exploration should be done. The arterial 
circulation must be conserved as much as possible. 
Some cases are favorable for arterial conservation, 
but by far the larger number are not. With the 
exception of certain cases of simple arteriovenous 
fistula closed under ligatures and certain exceptional 
cases of lateral suturing of the artery after double 
venous ligation, extirpation of the aneurismal focus 
following dissection with peripheral ligation as close 
as possible seems to be the only method possible 
after endosaccular exploration and, after a vain 
attempt at arterial conservation, the only safe 
method. Thirteen cases are reported in detail. 

CARAVEN believes that in arteriovenous ancurisms 
of the smaller vessels, segmental resection of the 
fistulized vessels is the rational treatment. ‘The 
best treatment for aneurisms of the very large ves- 
sels, those which govern the nutrition of a limb and 
those which are of a relatively terminal nature, is 
still undecided. In cases of simple arteriovenous 
fistula without very marked dilatation of the artery 
or vein, conservative surgery is often possible and is 
the treatment of choice when it is not difficult and the 
tissues seem to be quite aseptic. 

In cases of complicated fistula and those with a 
considerable sac, venous or arterial, eccentric or 
intermediate, conditions are different. When the 
sac is arterial, the operation is much more diflicult 
than when it is venous, and when the aneurism is 
close to the root of the limb the operation is more 
difficult than when it is at a distance from the root 
of the limb. The difficulty is greatest when the 
fistula is complicated by an arterial aneurism and 
located at the root of the limb. In such cases, poor 
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quality of the arterial substance may prevent an 
aneurismorrhaphy; the application of the garrot is 
impossible, provisional hemostasis is always incom- 
plete, and the hemorrhage is quite disturbing. 
The first case reported by Caraven, an arterio- 
venous fistula of the axillary vessels immediately 
below the clavicle, illustrates the difficulties met. 
Caraven made a triple ligature and shut off the upper 
end of the vein with a muscle tampon and then 
incised the intermediate arterial aneurism. The 
ideal treatment of these aneurisms is provisional 
hemostasis by elastic ligature of the artery above 
and below, opening of the arterial sac, and suturing 
of the orifices of the vein and artery (when the tissue 
is good and the orifice is small), followed or not by 
extirpation of the sac, depending upon the circum- 
stances. In the author’s case, this could not be done 
as the operation could not be further prolonged. 
Ligatures and resection of injured vascular seg- 
ments, if not the ideal method, probably constitute 
the safest method. Besides, there are cases in which 
conservative surgery cannot be considered, such, for 
instance, as the author’s second case which pre- 
sented an ancurismal haematoma caused by double 
perforation of the carotid with fistulization of this 
vessel into a thyroid vein. It is apparent that oper- 
ation performed when this aneurism was already 
present could be only a resection of the injured 
carotid and venous segments between ligatures. 
PACE. 


Stetten, DeW.: Resection and Reconstructive Ar- 
teriorrhaphy for Brachial Arteriovenous Aneu- 
rism. Ann. Surg., 1928, |xxxvii, 462. 

The author presents the case of a woman, thirty- 
three years of age, who was first seen on May 30, 
1927. She gave a history of having been stabbed in 
the right cubital fossa on May 7. Profuse bleeding 
occurred and necessitated suturing of the wound. 
Healing by primary union followed. 

Some slight difficulty in extending the arm caused 
the patient to hold it in a slightly flexed position. 
In the right cubital fossa just below the healed 
transverse scar appeared a slight, tense swelling 
with a distinct expansile pulsation and a definite 
thrill transmitted peripherally. There was no swell- 
ing or cyanosis in the forearm nor were the veins 
dilated. The radial and ulnar pulse could barely be 
felt at the right wrist, but were normal at the left 
wrist. A diagnosis of traumatic aneurism, possibly 
arteriovenous, of the right brachial vessels was made. 

On June 6 operation was performed. An Esmarch 
bandage was applied to the arm, a longitudinal in- 
cision was made, and a thin aneurismal sac about 
the size of a small walnut was exposed. The median 
nerve also was exposed during the dissection of the 
sac but was not injured. Excision of the sac to- 
gether with small parts of the two efferent and two 
afferent veins was done and the fistulous communica- 
tion with the artery was closed by a double suture of 
fine silk. The Esmarch constrictor was then re- 
moved, after having been in place for fifty minutes. 


Pulsation was noted above and below the arterial 
suture. The wound healed by primary intention. 
After the operation the patient was unable to 
move her fingers or her wrist actively and there 
appeared to be some weakness in the biceps, triceps, 
and supinator longus muscles, but there was no dis- 
turbance of sensation in the distribution of the 
median, ulnar, or musculospiral nerves. After three 
months’ treatment by means of faradism, massage, 
and passive motion the patient was discharged with 
good motion in the elbow, wrist, and fingers. 
The author suggests that the Esmarch bandage 
may have been the cause of the ischaemic paralysis. 
R. W. McNEaty, M.D. 


Goullioud: Aneurism of the Splenic Artery; 
Removal; Cure. The Surgical Treatment of 
Splenic Aneurism (Anévrisme de I’artére splén- 
ique; ablation; guérison. Du traitement chirur 
gical de l’anévrisme de l’artére splénique). Bull. 
et mém. Soc. nat. de chir., 1928, liv, 402. 

The author reports a case of aneurism of the middle 
portion of the splenic artery upon which he oper- 
ated in 1916. The patient was a woman fifty-nine 
years of age. The tumor had been present for four 
or five years and had attained the size of an orange. 
When the abdomen was opened, the aneurism was 
thought at first to be a pancreatic cyst. With careful 
hemostasis, the adhesions were freed, the splenic 
artery was ligated proximally and distally, and the 
aneurism was delivered from the abdomen. Twelve 
years later the patient was in excellent health. 

Splenectomy in the treatment of aneurism of the 
splenic artery was first proposed in 1905 by Winkler, 
who reported the first case successfully operated 
upon. In 1924, Baumgartner and Thomas were 
able to collect from the literature thr reports of forty 
clinically diagnosed cases. A third of the patients 
were between the ages of twenty-five and forty 
years and 60 per cent were under fifty years of age. 
In a few instances the etiological factors were 
syphilis, endocarditis, and trauma, but in the 
majority no cause could be discovered. 

Aneurism of the middle portion of the artery lies 
on the upper surface of the pancreas and becomes 
more or less adherent to the organ. In a few of the 
reported cases there were severe painful crises 
without fever or signs of peritonitis, but, as in the 
author’s case, there may be no subjective symp- 
toms. Auscultation of the lesion should lead to a 
diagnosis. The one typical characteristic of this type 
of aneurism is the absence of findings suggesting in- 
volvement of the spleen. In the surgical treatment, 
removal of the sac is indicated if adhesions to the 
pancreas do not prevent it. No trouble is to be ex- 
pected from ligation of the splenic artery. The spleen 
need not be removed. If the sac cannot be extirpated, 
the splenic artery should be ligated. 

Aneurism of the terminal portion or of some of 
the branches of the artery is of more frequent 
occurrence and more difficult to diagnose and treat. 
The tumor lies hidden in the hypochondrium and at 
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first suggests enlargement of the spleen, especially 
Banti’s disease. Pressure on the ureter may lead 
to hydronephrosis on the left side. The condition 
progresses through three stages: (1) the stage of 
simple free enlargement, (2) the stage of the forma- 
tion of adhesions, and (3) the stage of rupture. The 
natural course of the condition is toward a fatal 
rupture into the peritoneal cavity, the stomach, or 
the colon. When rupture occurs, a ruptured tubal 
pregnancy or hemorrhage from a gastric ulcer is 
suspected. Operative interference before rupture 
offers the only hope of cure. Splenectomy in one 
stage or following preliminary arterial ligation is 
indicated. Micuakt L. Mason, M.D. 


Pemberton, J. DeJ.: Embolectomy. Ann. Surg., 
1928, Ixxxvii, 652. 

In America, embolectomy, a simple procedure for 
embolic circulatory disturbances of the extremities, 
has been neglected. Physicians do not recognize the 
early symptoms of such circulatory disturbances or 
are not acquainted with this method of treatment. 
The author performed arteriotomy with removal of 
an obstructing embolus four times in three patients. 
The vessels involved were the common femoral, the 
aorta at its bifurcation, the common iliac, and the 
superficial femoral. 

The usual sources of emboli are: (1) a central spot 
in the arterial tree; (2) the left side of the heart; (3) 
the pulmonary veins; (4) the right side of the heart; 
and (5) the systemic veins. 

Of the cases of embolism reported in the literature, 
the heart was diseased in more than 80 per cent. The 
most common cardiac condition was mitral stenosis. 

Embolism is characterized by ischemia of the 
involved extremity. The subjective symptoms are a 
sudden, severe stabbing pain, a sensation of cold and 
numbness, and disturbance of sensibility. The ob- 
jective symptoms are a change in the color of the 
skin, which becomes a marble white, blotchy, and 
cyanotic; a decrease in the temperature; disturbance 
of motility; and absence of reflexes and pulsation. 
The diagnosis is made readily if obstruction is com- 
plete. Venous thrombosis must be differentiated. 
In the latter condition, the extremity is warm, 
cyanotic, and swollen, and pulsation is present. 
Emboli are usually located at the bifurcation of 
vessels. In the cases of thin patients, the point at 
which pulsation ceases can often be determined by 
palpation. 

The treatment may be surgical or non-surgical. 
Non-surgical treatment consists in the application of 
heat to establish collateral circulation, or vigorous 
massage to break up the clot. Surgical procedures 


that may be indicated are arteriotomy with removal’ 


of the clot and ligation of the vein accompanying the 
obstructed artery. Delay in removal of the clot 
favors the formation of a thrombus in the artery and 
decreases the vitality of the tissues of the extremity 
by continued suspension of the circulation. 

The operative technique is simple. Under local 
anesthesia, the artery is exposed and incised at, or 


just above, the embolus, and the clot is removed with- 
out injury to the intima. The edges of the wound are 
kept moistened by sodium-citrate compresses. The 
wound is closed with continuous or interrupted 
sutures of No. ooo silk which has been immersed in 
liquid vaseline and threaded on a No. 12 sewing 
needle ground down to a length of about 1cm. When 
the iliac artery, the aorta, or the subclavian artery is 
involved, the incision may be made at a lower level 
and the embolus removed by indirect retrograde 
probing. 

The results of embolectomy are influenced by: 
(1) the time at which the operation is performed, 
(2) the number of emboli, (3) the patient’s condition; 
and (4) the vessel obstructed. 


Danzis, M.: Arterial Embolectomy. 


Ann, Surg., 
1928, Ixxxvii, 667. 


Danzis first reviews the literature on arterial 
embolectomy. The first arteriotomy for the removal 
of an embolus was performed in 1895 by Suabanejew, 
who opened the femoral artery. The first com- 
pletely successful embolectomy was performed by 
Lahey in 1911, and the second, by Key in 1or2. 
The best results are obtained in cases in which the 
operation is performed within the first twelve hours 
after the onset of the obstruction. 

The symptoms characteristic of an embolus are 
pain of sudden onset and coldness and numbness of 
the extremity affected. The signs are a change in 
the color of the skin, a lowering of the temperature 
of the affected part, disturbances of motility, and 
absence of pulsation in the artery supplying the 
affected part. 

The onset of embolism is usually sudden, and as a 
rule there is a history of organic heart disease, an 
acute infection, or an operation. In arterial throm- 
bosis there is usually a history of long-standing 
premonitory symptoms such as coldness, numb- 
ness, and cyanosis of the peripheral parts of the 
extremity. 

Arteriotomy should be performed under local 
anesthesia. A careful technique is necessary. 
After the site of the obstruction has been determined 
the vessel is isolated and lifted from its bed. Small 
rubberized clamps or flat sterilized tape may be 
applied above and below the obstruction. The ves- 
sel is incised longitudinally a little below or above 
the point of obstruction and the clot evacuated. 
The vessel is then closed with fine lubricated silk. 
Throughout the operation, a 2 per cent sodium 
citrate solution is used for sponging in order to 
prevent coagulation. 

Ninety-eight embolectomies have been recorded 
since 1911. This number includes sixty-one reported 
by Key in 1922, ten of which were his own, and 
thirty-seven additional operations, three of which 
were performed by Danzis. The ages of the patients 
subjected to embolectomy since 1922 ranged from 
twenty-five to seventy-eight years. Twenty-six of 
these patients were women. In twenty-two cases, 
cardiovascular disease was given as the cause; in 
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three, parturition; and in six, an operation. In the 
records of six others the cause was not stated. 

Prior to 1922 there were thirteen successful results 
in forty-five cases, whereas of the thirty-seven 
operations performed since 1922, eighteen were 
followed by complete recovery. 

In twenty-six cases the embolus occurred in the 
lower extremities and the vessel most frequently 
involved was the femoral artery. 

In the author's first case an embolectomy of the 
Jeft brachial artery was done and the patient died 
six hours after the operation with signs of cerebral 
embolism. In the second case an embolectomy of 
the right axillary artery was apparently successful, 
but ten days after the operation an embolus of 
the popliteal artery developed. Arteriotomy on the 
popliteal artery was then done with removal of the 
clot, but gangrene developed on the third day and 
the patient died twenty-four hours after an amputa- 
tion above the knee. Dissection of the vessels later 
disclosed a saddle embolus lower down at the bifur- 
cation of the popliteal artery. 

Danzis draws the following conclusions: 

1. Embolectomy is assuming a definite place as a 
surgical therapeutic measure in cases of sudden 
circulatory obstruction, especially obstruction in the 
arteries of the extremities. 

2. Early diagnosis and prompt surgical measures 
are essential for successful results. 

3. The operation should be done under regional 
or spinal anesthesia. 

4. Before the artery is closed a careful search 
should be made for obstructive emboli or thrombi 
above or below the primary embolus. 

Jacosp M. Mora, M.D. 


BLOOD; TRANSFUSION 


Lloyd, W. D. M.: The Danger of Intravenous Cal- 
cium Therapy. Brit. M.J., 1928, i, 662. 


Calcium has been given intravenously in the 
treatment of lead poisoning, infantile tetany, dia- 
betes, tuberculosis, Bright’s disease, hamorrhage, 
heart disease, and the preparation of jaundiced 
patients for operation. 

In the experiments reported in this article, the 
solutions used for intravenous administration were 
1 and ro per cent solutions of pure anhydrous cal- 
cium chloride. The subject of the experiments was 
the author, a man weighing 135 lb. Electrocardio- 
graphic tracings were taken of the normal period, 
the period of injection, and the period after the 
injection. The leads of the electrocardiograph were 
the right arm and left leg. 

When soc.cm. of the 1 per cent solution of calcium 
chloride were injected, no subjective or objective 
symptoms were observed and the electrocardiogram 
showed no changes from the normal. When 4 c.cm. 
of the 10 per cent solution were injected, there was 
a sensation of warmth over the entire body accom- 
panied by slight headache and a feeling of fullness 
in the head. During the injection of 2 c.cm. more 





of the solution, dizziness occurred and was followed 
in the course of the next three seconds by syncope, 
respiratory failure, upward deviation of the eyes, 
dilatation of the pupils, rigor of the masseters, 
asphyxial extensor spasm, and rigidity. During this 
period, the string of the electrocardiograph was seen 
to be motionless. The subject was taken away from 
the electrodes and placed in a supine position on 
the floor, artificial respiration being then instituted 
and an attempt made to massage the heart through 
the abdominal wall and the diaphragm at the left 
costal margin. In the course of four or five min- 
utes, spontaneous respiration was again estab- 
lished, the pupils contracted, and consciousness re- 
turned. 

The rate of the heart had been reduced one-half, 
but no changes were to be seen in the PQR complex 
at the time of the change in the frequency. Each 
wave showed its normal order, time relationship, and 
character. There was no evidence in the cardiogram 
that the ventricle was beating during this period. 
The tracing was that of a prolonged sino-auricular 
block. 

Whether the effects noted were evidences of vagal 
stimulation or of a direct action upon the genetic 
nervous system of the heart independent of any ex- 
trinsic nervous supply it is impossible to state. No 
residual effect was noted, but the nature of the re- 
sults obtained rendered it inadvisable to repeat the 
experiment following atropinization. 

Morris H. Kaun, M.D. 


Brookfield, R. W.: Blood Changes Occurring Dur- 
ing the Course of Treatment of Malignant 
Disease by Lead, with Special Reference to 
Punctate Basophilia and the Platelets. J. 
Path. Bacteriol, 1928, xxxi, 277. 


The observations upon which this article is based 
were made in Blair-Bell’s cancer research laboratory 
in Liverpool. Two lead preparations were used. The 
first was a “‘suspension”’ consisting of gelatin-coated 
particles of lead containing 0.5 per cent of metallic 
lead. The second, a compound of lead and selenium 
containing 0.2 per cent of metallic lead, was a true 
colloid and considerably less toxic in its effect than 
the first. 

Both preparations were given intravenously in 
doses varying from 0.025 to 0.1 gm. and at intervals 
depending upon the reaction. 

The patients were selected at random, but those 
liable to show blood changes from causes other than 
lead, such as sepsis, cachexia, and hemorrhage, were 
excluded. 

The investigation demonstrated that there is 
considerable variation in the reaction of different 
persons toward lead. In the majority of cases there 
is a moderate degree of blood destruction, which is 
controlled by careful attention to the amount and 
frequency of the dose. However, while some 
patients do not show any great fall in the red cell 
count, others may lose half of their red cells after a 
single dose. 
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One of the earliest effects of lead is noted in the 
blood. A few hours after the first or second injec- 
tion the patient may vomit once or twice and then 
complain of asthenia and anorexia. There is a very 
noticeable loss of color from the lips and ears which 
is associated with a definite icteric tinge, a positive 
indirect Van den Bergh reaction, and a marked 
excess of urobilin in the urine—all evidences of the 
blood destruction which is taking place. The 
anemia persists as long as the injections are con- 
tinued and may be associated with other toxic 
effects such as colic and lead line. When the treat- 
ment is finished there is a speedy return to normal 
health and sometimes the improvement in the 
blood condition is indicated by a ruddy appearance 
of the patient’s face. 

With regard to the effect of colloidal lead on the 
red cells it was found that within from one-half to 
one hour after a single injection there may be a sub- 
stantial reduction in the number of the cells. This is 
most pronounced immediately after the injection. 
On the following day the number of red cells shows a 
slight increase. Blood smears show the red cells to 
be remarkably distorted; the disks tend to run to- 
gether in clumps and are folded, and some of them 
show punch-like indentations. These are quite 
different appearances than ordinary crenation, and 
suggest a profound change in the physical properties 
of the red cells. 

Previous investigations led to the conclusion that 
lead circulating in the blood stream combines with 
the inorganic phosphate of the red cell membrane 
with the local formation of free acid, the cell mem- 
brane shrinks and become less permeable, and at the 
same time the cell as a whole becomes less elastic 
and more brittle and consequently less able to with- 
stand the trauma incidental to circulation. The 
findings in the smears certainly suggest such 
changes. The lead has probably an immediate action 
as it soon unites with the plasma phosphate and is 
carried off. Shortly after the dose has been given 
very little of the metal is circulating in the blood 
stream. 

The extent of the basophile stippling of the red 
blood corpuscles, long recognized as one of the ear- 
liest and most constant phenomena in lead poisoning, 
is the most valuable index of the degree and severity 
of the lead intoxication. 

Polychromasia is constantly associated with the 
stippling, often occurring in the same cell. 

Reticulation, the net-like pattern and granulation 
of red cells noted when the cells in freshly drawn 
blood are stained lightly with certain dyes, is 
 gaamaaaae the same process as polychromato- 
philia. . 

All of these three conditions—basophilia, poly- 
chromatophilia, and reticulation—are found in a 
variety of anemic conditions in which the bone 
marrow is in a state of activity. Stippling is much 
less commonly seen than the two other manifesta- 
tions and generally is to be interpreted as the sign 
of a toxic process. 


With regard to the origin of the stippled cells it 
was found that any considerable fall in the red 
count following injections of lead is accompanied by 
an immediate increase in reticulated cells. (Vital 
staining with brilliant cresyl blue was done.) When 
reticulated cells are present in large numbers (indi- 
cating an active response by the bone marrow), the 
red count ceases to fall further and returns toward 
the normal level. The curve shows an intimate rela- 
tion between the numbers of reticulocytes and stip- 
pled cells. 

Stippled cells appear in considerable numbers 
only when reticulated cells are present, and in the 
early days of treatment they increase pari passu 
with the reticulocytes, which are always more 
abundant. The author is of the opinion that stip- 
pled cells are immature cells (reticulocytes, poly- 
chromasia) which have been altered by the toxic 
action of the lead. 

Many workers have tried to produce stippling of 
the red cells in vitro, but have been unsuccessful. In 
the author’s experiments, no stippled cells were 
found in blood containing reticulocytes after it was 
mixed with lead and had been standing for several 
hours, but when a different dilution of cresyl blue 
was used all gradations between typical reticulum 
and typical stippling could be produced. Stippling is 
apparently not present as such while blood cclls are 
circulating, but appears after the blood has been 
shed. 

The leucocytes seem to be comparatively unin- 
fluenced by lead. There is a very slight increase in 
the number of large mononuclears (from 2 to 5 per 
cent), which may be due to a stimulating effect 
exerted by the injected lead on the reticulo-endo- 
thelial system. 

Clinically there is no indication that lead affects 
the blood platelets to any great extent; purpura and 
thrombosis are unknown. Within from one-half to 
one hour after the injection of the lead suspensoid 
(which is only partly colloidal with relatively large 
particles of lead and readily ionizable), there is an 
increase in the number of platelets of from 30 to 50 
per cent. In persons dying from a dose of lead, the 
spleen and liver contain more lead than any other | 
organs, a fact suggesting that the reason for the 
increase in platelets is that, by poisoning the liver 
and spleen, the lead prevents the normal destruction 
of the platelets. 

After the injection of the lead-selenium compound 
there is in most cases a fall in the number of platelets. 
This is not so constant nor so great as the rise with 
the other compound, but there may be a decrease of 
as much as 4o per cent. This lead-selenium com- 
pound is much more stable, much less toxic, and 
ionized with difficulty. It is a true colloid with 
considerably smaller particles of lead. Brookfield 
believes it possible that the colloid particles of this 
compound have a stimulating action on the reticulo- 
endothelial cells and thereby increase platelet 
destruction by the normal mechanism. 

Harry C. Sartzstemn. M.D. 
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LYMPH VESSELS AND GLANDS 


Smith, E. D.: Thoracic Duct Rupture: Report of a 
Case Relieved by Operation. Kentucky M. J., 
1928, xxvi, 198. 

Smith reports a case of rupture of the thoracic 
duct caused by an operation for the removal of 
diseased cervical glands on the left side. The patient 
complained of an enormous cystic swelling distending 
the entire left side of his neck and of progressive 
loss of weight and strength. 

When an 8-cm. incision was made over the lower 
carotid triangle the entire lining of the pouch was 
found to be covered by a gray, chylous coagulum 
and the round opening of the thoracic duct was seen. 
A free, somewhat jet-like discharge of lymph oc- 
curred from the duct. As ligation of the duct was 
impossible on account of the induration, the con- 
tiguous structures were scarified for a distance of 
2 or 3 cm. about the duct opening and approximated 
in three layers by a continuous suture of chromic 
catgut No. o. Ten centimeters outward, at the 
upper edge of the clavicle, a small puncture wound 


was made and a narrow strip of gutta percha stitched 
in place to provide a tunnel for leakage. 

At first there was a great loss of chyle, but later 
the flow ceased, the fistula closed, and the patient 
regained his weight and strength. 

Flandrin, in 1691, concluded that the lymph may 
reach the blood stream through channels other than 
the thoracic duct. According to Lee, the flow may be 
diverted to the right thoracic duct or at times occur 
directly into the azygos vein. According to the find- 
ings of Lower and Tiechman, the duct frequently 
opens into the juncture of the jugular and subclavian 
veins in a delta-like manner or may divide into two 
or three terminal branches which empty into differ- 
ent veins. 

The author concludes that a wound of the thoracic 
duct should not be permitted to drain into the 
tissues of the neck with the expectation that 
spontaneous closure will occur. When the wound 
is in the long axis of the duct the ideal treatment 
consists in suture with implantation of the end of 
the severed duct into a vein. 

Howarp A. McKnicat, M.D. 





met 
clen 











SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Freeman, L.: The Use of Visor Flaps from the Chest 
in Plastic Operations upon the Neck, Chin, and 
Lip. Ann. Surg., 1928, 1xxxvii, 364. 

A method of replacing the skin of the anterior sur- 
face of the neck and chin in order to correct unsightly 
deformities caused by burns, injuries, or heman- 
giomata has been devised by the author and has 
given satisfactory results in four cases. It consists 
in the employment of a visor flap from the upper 
thoracic region with pedicles attached to the sides of 
the neck in the vicinity of the ears. If cicatrix has 
deformed the neck so as to drag down the chin and 
evert the lower lip, this operation will often greatly 
improve the patient’s appearance. 

The first step in the operation consists in remov- 
ing the cicatrix down to the healthy tissues beneath, 
regardless of the size of the wound that is pro- 
duced. The lip is rolled upward to its natural posi- 
tion and the chin is brought up to where it belongs. 
There should be no tension even when the head is 
thrown back. 

The next step is to outline a flap of the proper size 
to cover the raw area. The incision outlining the 
lower margin of the flap should curve upward on 
each side of the neck toward the ears and far enough 
from the denuded area to provide pedicles an inch or 
more in width. The chest incision should curve 
downward into more or less of a tongue to facilitate 
closure of the chest wound. 

This large visor flap with its pedicles is loosened 
and slid upward so that the anterior part of the neck, 
chin, and lower lip are covered with a single piece of 
normal skin. In the majority of cases this flap and 
its pedicles fit so accurately in their new position 
that no excess tissue has to be adjusted or removed 
later. 

The raw surfaces caused by the lifting of the flap 
can usually be covered by extensively undermining 
the adjacent skin downward on the chest, outward 
toward the shoulders and axilla, and upward around 
the sides of the neck. Stay sutures passed through 
large buttons serve to stretch the loosened skin into 
position. In closing the V-shaped wound over the 
sternum it is especially desirable to push the flap 
further upward and support it in that position. If 
the wound upon the chest cannot be completely 
united, it may be skin grafted, or allowed to cicatrize, 
the scar being removed later by the multiple-stage 
method of Sistrunk. 

In certain cases this operation gives a better cos- 
metic result than that obtained by the use of insuffi- 
ciently nourished single or “‘tubular”’ pedicle flaps. 

J. Epwin Kirkpatrick, M.D. 


Bancroft, F. W., and Rogers, C. S.: The Late 
Treatment of Burns. Arch. Surg., 1928, xvi, 979. 

The authors have previously discussed the treat- 
ment of burns with tannic acid solutions. They 
advocated this method because it diminishes the 
pain, prevents fluid depletion, decreases toxemia, 
and in burns of the first and second degree allows 
epithelization to proceed while the membrane is in 
place. 

In this article they discuss the changes that may 
occur after the primary treatment. 

Infection frequently develops beneath the tanned 
membrane. In some cases there is an elevation of the 
temperature to from 102 to 103 degrees F. which con- 


* tinues for a week or ten days. Eventually death 


results in such cases if the infection is not treated. 
The patients do not appear to be seriously ill but 
often suffer from gastro-intestinal disturbances 
such as vomiting and diarrhoea. In cases with infec- 
tion the membrane should be excised and the gran- 
ulating area treated with a 1:5,000 solution of 
acriflavine. This treatment tends to diminish the 
infection and apparently aids epithelization. 

In non-infected cases the islands of epithelization 
that occur beneath the membrane arise from the 
hair follicles. When infection occurs, skin grafting 
often fails. Exuberant granulations are due to in- 
fection. Scar tissue forms under them and, in 
contracting, gradually interferes with the circula- 
tion. In all deep burns of the third degree it is ad- 
visable to apply skin grafts soon after separation 
of the sloughs. 

When granulating areas have been infected and 
grafting has been delayed, it is advisable to excise 
the scar tissue down to the underlying fascia. 
The immediate application of pinch grafts is then 
usually successful. | Howarp A. McKnicut, M.D. 


Stich, R.: Postoperative Causes of Death (Postoper- 
ative Todesursachen). Beitr. zs. klin. Chir., 1927, 
cxli, 406. 


At the suggestion of Petren at the last Northwest 
German Surgical Congress in Lund the author com- 
piled statistics relative to the mortality in the entire 
operative material of his clinic for the last fifteen 
years. In this review he included all of the patients 
who died after operation regardless of whether the 
operation or the basic disease was the cause of death 
or whether death followed immediately after the in- 
tervention or months after a palliative operation. 
In many cases it was difficult to determine the true 
cause of death. The statistics showed that with the 
increase of the operative material in the second half 
of the period studied the number of fatalities in- 
creased not only absolutely but even relatively, 
namely, from 2.5 to 3.5 per cent. 
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A total of 31,136 operations were performed and 
death occurred in 937 cases (3.01 per cent). Aseptic 
free hernias, carcinomata of the breast, and goiters 
were operated upon 4,258 times and 3 fatal wound 
infections resulted (0.07 per cent). In 3,151 hernioto- 
mies there were 9 embolisms, 3 pneumonias, 1 endo- 
carditis, and 1 peritonitis (0.44 per cent) that led to 
death. In the incarcerated hernias there were 21 
fatal cases of peritonitis, 2 wound infections, and 2 
intoxications. Following 329 operations for carci- 
noma of the breast there was 1 death from general in- 
fection, 1 from a wound infection, 1 from cardiac weak- 
ness, and 1 from cachexia (1.2 per cent). The mor- 
tality in goiter operations was 0.3 per cent, 1 death 
being due to acute streptococcus bronchitis and 1 to 
pneumonia following tracheotomy. In operations for 
exophthalmic goiter the mortality was 8.7 per cent. 

Appendectomy was performed in 3,062 cases. The 
mortality in the 2,500 cases of acute appendicitis was 
2.8 per cent, death in 55 cases resulting from perito- 
nitis, in 4 cases from general infection, in 3 cases each 
from gas phlegmons, and empyema of the pleura, and 
in 1 case each from brain abscess, portal thrombosis, 
typhoid fever, ileus, embolism, and psychosis. One 
patient died after an interval operation from perito- 
nitis, 1 from ileus, and 1 from embolism. In these 
groups the number of pulmonary complications was 
strikingly low in comparison with those in other 
laparotomies. 

There were 1,573 stomach operations including 651 
resections with a 3.7 per cent mortality, 198 gastro- 
enterostomies with a 6 per cent mortality, and 33 
other operations with no deaths due to benign affec- 
tions. Following resection 9 patients died from peri- 
tonitis, 2 from shock, 8 from pneumonia, 3 from pul- 
monary gangrene, and 1 each from acute colitis and 
hemorrhage. Following gastro-enterostomy 2 pa- 
tients died from cachexia, 2 from pneumonia, 2 from 
a vicious circle, 3 from hemorrhage, and 1 patient 
each from perforated ulcer, shock, and thrombophle- 
bitis. None of the exploratory laparotomies was 
fatal. Operation for perforated ulcer was performed 
in 42 cases with 26 (61.9 per cent) deaths. In the 
presence of carcinoma or sarcoma of the stomach 187 
resections were done with 16.1 per cent fatalities, 136 
gastro-enterostomies with a 14.7 per cent mortality, 
and 27 other operations with a 33.3 per cent mortal- 
ity. Following laparotomy in 207 cases the mortality 
was 5.3 per cent. ; 

There were 1,532 operations on the biliary system. 
Cholecystectomies, operations on the common bile 
duct, and plastic operations showed a 4 per cent mor- 
tality in a total of 1,362 operations. Twenty-four ex- 
ploratory laparotomies showed no fatalities. The 
chief causes-of death were cardiac insufficiency (10 
cases), shock from the operation (7 cases), inflamma- 
tion of the lungs (8 cases), pulmonary gangrene and 
embolism (4 cases each), liver abscesses and gastric 
atony (4 cases), peritonitis (7 cases), and hemor- 
rhage (3 cases). In cases of carcinoma of the biliary 
passages 16.4 per cent of the operations were fol- 
lowed by death. 
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Following 204 prostatectomies there were 22 fatal- 
ities (10.8 per cent), including 8 cases of embolism. 
Uramia, cardiac weakness, phlegmons in the field of 
operation, and pneumonia were responsible for 3 
fatalities and 2 deaths were due to gastric hamor- 
rhage. As a rule, suprapubic prostatectomy was done 
and this with good renal function on fairly wide in- 
dications. The operations for carcinoma of the pros- 
tate showed a 60 per cent mortality in 5 prostatec- 
tomies, but when suprapubic fistula were made the 
mortality dropped to 23.5 per cent. 

The total mortality after operations on the kidneys 
was 11.3 per cent, the fatalities occurring chiefly in 
traumatic cases and in tuberculosis of the kidney. 
In tumors the mortality was 15.4 per cent. 

In estimating the total number of fatalities the 
author concludes that 41.8 per cent of all the deaths 
after operation were due either to the basic disease 
or trauma or to their complications. The general 
condition of the patient plays an important part in 
the prognosis of a necessary operation. Of all of the 
patients who were in poor general condition 134 (14.3 
per cent) died as a result of operation. A false diag- 
nosis had been made in 17 fatal cases (1.8 per cent). 

In 37 cases death was attributed to technically 
deficient or incomplete operations. There were also 
24 fatalities after operations on the brain, which 
usually show a high mortality especially in cases of 
brain tumor. 

Fatal postoperative infections occurred in 88 cases 
(0.28 per cent), but it was very difficult to determine 
to what extent the operation and to what extent the 
disease was responsible for the development of the 
infection. 

Analysis of the 937 deaths indicates that 9.4 per 
cent could have been avoided. Practically one-third 
of the fatalities were explainable by diagnostic and 
technical deficiencies. Of all the patients operated 
upon 0.34 per cent succumbed to postoperative pul- 
monary complications and 0.19 per cent to pulmo- 
nary embolism and thrombosis. Almost all of these 
pulmonary complications followed in the wake of 
abdominal operations, including operations on the 
prostate, kidney, and bladder. Seventeen fatal em- 
bolisms (28 per cent of all the cases of embolism) 
were noted after 3,665 herniotomies which were 
mostly done under local anesthesia, whereas in more 
than 3,000 appendectomies done under inhalation 
anesthesia there were only 2 embolisms. Neither 
local anesthesia nor asepsis and neither youthful age 
nor an apparently healthy vascular system protected 
with certainty against such an occurrence. There 
were 2 embolisms which occurred in patients between 
seven and fifteen years of age, but the majority of the 
embolisms affected patients beyond the fiftieth year 
of life (66 per cent). In 29 fatalities the cause of 
death could not be definitely determined even at 
necropsy. 

The author says that he is making every effort to 
lower the mortality following operations and hopes 
that, as a result of incessant teaching of the laity and 
medical profession, more cases will be brought to 
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operation in an earlier and better condition than 
heretofore. In conclusion he states that further de- 
velopment of liver-function testing in operations on 
the gall bladder gives hope of better results and that 
a more extensive consideration of the functional ca- 
pacity of the heart should lead to better results. 
Bone (Z). 


ANZSTHESIA 


Rapoport, B.: Observations on Spinal Anesthesia, 
with a Report of 500 Cases. New England J. 
Med., 1928, cxcviii, 447. 

The author reports his experiences in the use of 
spinal anesthesia in 500 cases of various pathological 
disorders. Two hundred and seventy-three of the 
patients were males. The ages ranged from eighteen 
to eighty-nine years and averaged fifty-one years. 

Spinal anesthesia is preferable to anasthesia of 
other types for old persons and patients with general 
debility, hypertension, pulmonary _ tuberculosis, 
nephritis, bronchitis, myocarditis, sepsis, and 
diabetes. The only contra-indications to its use are 
a moribund condition and disease of the nervous 
system. Rapoport uses procain tablet C (novocain 
0.05 gm., suprarenin, 0.000c83 gm.). Labat recom- 
mends an average dose of c.1 gm. of novocain, but 


Rapoport has found that a dose of 0.075 gm. is 
sufficient. 

In the 500 cases reviewed, the induction of spinal 
anesthesia failed in 26 instances, but with im- 
provement in the technique and graduation of the 
dose, failures were diminished. There were 11 
failures in the first 100 cases, but only 2 in the fourth 
and fifth hundreds. 

Reactions usually occurred soon after the injec- 
tion of the drug and in some cases were quite severe. 
Their manifestations included nausea, vomiting, 
headache, cold perspiration, extreme pallor, relaxa- 
tion of the sphincters, marked weakness, air hunger, 
shock, and asphyxia. In their treatment, caffein 
appeared to be of great value. The extreme ‘Trendel- 
enburg position was of aid in combating cerebral 
anemia. The blood pressure may be reduced to as 
low as 70-40, but no unfavorable effects from such a 
reduction were noted. 

There were no deaths due to the anasthesia. 
Pneumonia developed in 19 cases and was fatal in 7. 
Four patients died of heart failure due to myocarditis 
which was present before the operation. 

The author emphasizes the need for a perfected 
technique and the services of a trained anesthetist 
to insure good results in the induction of spinal 
anesthesia. MaNue E. Licurenstetn, M.D. 
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ROENTGENOLOGY 


Barclay, A. “ Spriggs, E. I., Page, M., Fairbank, 
mB. A. F., and Others: Pitfalls in "Radiology. 
Soc. Med., 


In this article, the pitfalls of radiology are dis- 
cussed from various points of view by representa- 
tives of the sections of electrotherapeutics, medicine, 
surgery, and orthopedics of the Royal College of 
Medicine. 

Barclay, a radiologist, emphasizes the following 
pitfalls: the giving of ‘‘diagnoses” instead of inter- 
pretations by the radiologist, the variations from an 
elastic but definite technique, the giving of reports 
before the films are dry and can be studied in a 
proper light before a view box, prejudice due to 
knowledge of the clinical diagnosis, careless, in- 
competent radiography , and the placing of too great 
importance on negative results, especially in cases 
of injury to the spine. 

Spriggs points out the error of allowing the X-ray 
examination to take the place of a carefully taken 
history and physical examination. Too often undue 
emphasis is placed on incidental roentgenographic 
findings. The latter should be given careful considera- 
tion but should not constitute the sole basis for 
diagnosis. Spriggs also emphasizes the importance 
of coéperation between the clinician and radiologist. 
He says that conclusions should not be drawn from 
partial examination and that the value of re-exami- 
nations should be stressed. He differs from Barclay 
in believing that there can be no adherence to a 
strictly fixed technique. 

Page discusses the subject of radiology from the 
orthopedic point of view and emphasizes two pit- 
falls: inadequate knowledge of anatomy, especially 
of unusual epiphyses and extra ossicles, and the 
mimicry of inflammatory processes by malignant 
diseases of the bone. 

Fairbanks says that the two most common causes 
of error in diagnoses are, first, ignorance of normal 
anatomy and more particularly of unusual varia- 
tions in anatomy, and second, the forming of an 
opinion from an imperfect film. 

Hurst discusses examinations of the gastro-intesti- 
nal tract and emphasizes the following points: 

1. Gastric peristalsis should be studied carefully 
because it is usually affected long before a filling 
defect can be discovered in patients with carcinoma 
of the stomach. 

2. Niches near the cardia of the stomach are 
usually diverticula and not ulcers. 

3. Pyloric obstruction cannot be diagnosed by 
the presence of stasis alone, unless there is hyper- 
peristalsis. Migraine also can produce complete 
gastric stasis. 


Proc. Ping Lond., 1928, xxi, 923. 


4. Duodenal deformity does not mean that an 
active duodenal ulcer is present. 

5. An incorrect diagnosis may be made if there is 
failure to inflate the rectum with air when examining 
the ileocecal region. 

6. The word “ptosis” should not be used in 
describing the condition of an organ which has 
merely reached a low level. 

Jordan states that no examination of the gastro- 
intestinal tract is complete unless a barium enema 
is given. 

Crowe considers radiological pitfalls from a dental 
point of view and cites the following erroneous 
theories that are commonly advanced: that teeth 
negative in the radiogram cannot be infected, that 
vital teeth cannot be infected, that increased density 
about the teeth is unimportant, and that gross apical 
lesions are necessarily the cause of symptoms. 

In the discussion HERNAMAN-JOHNSON took ex- 
ception to Hurst’s statement regarding niches near 
the cardia. He said that failure to examine the 
patient in the horizontal position before an examina- 
tion had been made in the upright position is a 
source of error in these particular lesions. 

C. H. Heacock, M.D. 


RADIUM 


Gask, G. E.: Radium in the Treatment of Malig- 
nant Disease. Lancel, 1928, ccxiv, 843. 


The author attempts to evaluate radium in the 
treatment of malignant disease from the viewpoint 
of the surgeon. 

In discussing the technique of radium treatment 
he states that the ‘‘surgery of access” was developed 
because it was found that when radium is used in 
moderate amounts its range of usefulness does not 
extend beyond 1cm. Surface applications of radium 
are relatively easy to make and maintain by suitable 
applicators and adhesive. Needles of various metals, 
with walls of varying thicknesses for screening, and 
containing various amounts of radium are placed in 
and around tumors for varying lengths of time. 

Radium emanation or radon is collected in glass 
tubes from supplies of radium by pumping. This can 
be used instead of radium, but it decays faster, losing 
half its power in four days. 

A removable inplant inserter, described by Muir, 
is mentioned as giving promise of value. 

In discussing the general trend of results obtained 
with radium, the author speaks of the disappear- 
ance of the signs and symptoms rather than of cures. 

In carcinoma of the cervix of the uterus, radium 
needles are inserted 4% cm. apart and left in place 
for one hundred and forty-four hours. Statistics 


from different radium centers regarding the results 
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obtained in this condition are cited. Complete dis- 
appearance of the primary growth is a common 
occurrence. 

In carcinoma of the breast, a barrage is laid down 
between the tumor and the chest wall by the inser- 
tion of numerous radium needles. Axillary, clavi- 
cular, and sternal nodes can be thus treated. Shrink- 
age or disappearance of the lesion often results. 
Small doses over a long period of time seem to be 
superior to large doses for a short time. Statistics 
are cited also with regard to the results in this con- 
dition. 

In carcinoma of the pharynx, larynx, tongue, and 
floor of the mouth, the results of radium treatment 
have been far superior to those of surgery. The dis- 
appearance of malignant lesions of the tongue under 
irradiation is compared by Gask to the disappear- 
ance of gummata under anti-syphilis treatment. 

In carcinoma of the rectum, a tube of radium in 
the lumen seems to be inadequate, but the insertion 
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of radium needles into the base of the lesion from 
outside the bowel gives great promise. Both opera- 
ble and inoperable primary lesions can be destroyed 
in this manner. 

As indicative of the possibilities of radium treat- 
ment in deep malignancy, the author cites a case of 
malignant lymph nodes along the course of the 
aorta secondary to a tumor of the testis, in which 
favorable results were obtained from the trans- 
abdominal insertion of 4.1 mc. of radon. 

Gask agrees with Pinch, Director of the Radium 
Institute of London, that in the very near future 
radium will form as important a part of the up-to- 
date surgeon’s equipment as his scalpel and _ will 
give successful results in many cases of malignant 
disease which are now regarded as inoperable and 
hopeless. He expresses the hope that some national 
organization will be developed which will render 
radium more widely available for research and 
practical use. A. James Larkin, M.D. 








MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Oertel, H.: Innervation and Tumor Growth. Ca- 
nadian M. Ass. J., 1928, xviii, 135. 


The author has been able to demonstrate a nerve 
supply in several types of sarcoma and carcinoma 
removed surgically or at autopsy. With the use of 
the Bielschowsky stain and the author’s technique 
(the latter described in detail), it has been possible 
to demonstrate an abundant distribution and fine 
ramification. ‘The distribution is found in a con- 
nected system of wavy or straight, sharply bent or 
kinked fibrils ending in a characteristic plexus. The 
arborization and spreading suggest the unfolding 
shrub. Occasionally, the terminal fibrils show a loose 
ball or spiral arrangement. The threads form inter- 
parenchymatous nerve plexuses. In many of the 
specimens the nerve distribution resembles that of 
the embryonal stomach. The curious relationship 
of certain skin cancers to cutaneous nerve distribu- 
tion has already been pointed out. It has been found 
further that innervation is important in the develop- 
ment and transplantation of artificial cancers in ani- 
mals, and that the absence of nerves tends to inter- 
fere with the development and extension of the 
cancer. 

The author concludes that since the tumor is an 
innervated tissue, it stands in some relation to the 
nervous system and the conception of “independ- 





Fig. t. Spreading nerve distribution in the interior of 
a cancer nest. The section has disconnected some of the 
peripheral finer branches. Squamous-celled cancer of the 
cervix uteri, 





Fig. 2. Intraparenchymatous fine nerve plexus con- 
nected to larger fibrils. Compare with size and nuclei of 
cancer cells. Cancer of the prostate; metastasis in a 
pelvic lymph node. 


ence” or “autonomy” in tumor cells must be modi- 
fied accordingly. Figures 1 and 2 are typical pic- 
tures of nerve distribution. 

WitiiaM J. Pickett, M.D. 


Brebner, W. B.: The Production of a New Tumor. 
Canadian M. Ass. J., 1928, xviii, 397. 

Minced pulp of an eight-day chicken embryo was 
mixed with an aqueous extract of rabbit placenta 
and 4 c.cm. of the mixture were injected into the 
pectoral muscles of two fowls. One fowl died of 
intercurrent disease. The other died six weeks after 
the injection and was found to have tumor nodules 
in both sides of the breast and metastases throughout 
the body. 

Microscopic examination of the tumor showed 
undifferentiated mesoblastic cells, that is, large cells 
with abundant cytoplasm and somewhat poorly 
staining, reticulated nuclei. There were a few 
lympocytes and many giant cells. Certain areas 
showed dense collections of cells; others, an almost 
myxomatous arrangement. The secondary deposits 
presented the same microscopic picture. 

Transplants from these tumors and the metastatic 
nodules into other chickens were always successful, 
the transplant in each case producing a tumor largely 
replacing the pectoral muscles and forming metas- 
tases uniformly. In no case did the tumor retrogress. 
As a rule, it caused death within thirty-five days. 

The tumor is now in the fourth generation and 
microscopically has undergone very little change. 
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The predominating cell is still the large one with 
abundant cytoplasm and a reticulated nucleus. 

Guinea-pig placenta can be substituted for the 
pulp of the chicken embryo, and it is possible that 
further experiments will show that other placental 
tissues can be utilized. 

Embryonic cells have been stimulated into malig- 
nant proliferation by a number of observers using a 
number of different agents. Carrel produced tumors 
by the application of arsenic, tar, and indol to 
embryonic pulp. Bisceglie stimulated thickened 
embryo pulp into tumor formation with the aid of 
extract of rat and mouse tumor. 

Gye obtained an infective aqueous extract of the 
Rous chicken tumor. He had two portions; one 
inactivated by heat.and the other by chloroform. 
Neither of these would produce the tumor alone, 
but a mixture of both in equal portions was active. 
The chloroform-killed factor can be supplied from 
anaérobic cultures of other tumor tissue. Gye calls 
this a “‘virus” and the other factor peculiar to the 
tumor, the “‘specific factor.” 

Murphy showed that this “‘ virus” (the chloroform- 
inactivated factor) can be supplied from cultures of 
placenta and chicken embryonic tissue. Tumor 
tissue and placenta are quite alike metabolically for 
they are both highly glycolytic and large amounts of 
lactic acid accumulate within them. 

The author has combined the embryonic cell used 
by Carrel with a simple extract of placenta. His 
experiment may therefore provide a connecting link 
between the work that was done by Gye and that of 
Murphy. : 

Schematically, the developments may be repre- 
sented thus: 























Investigator Embryonic cells Stimulant 
Carrel Embryonic pulp Arsenic, tar, etc. 
Bisceglie Thick embryonic pulp Extract of rat mouse tumor 
Gye “Specific factor " killed “Virus’’ killed by chloro- 
y heat form. Can be supplied by 
culture of other tumor 
issue. 
Murphy “Specific factor” killed “Virus” which can come 
by heat from cultures of placenta 
and chicken embryo. 
Brebner Embryonic cell of Carrel | Extract of placenta 











Harry C. Sartzstein, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Rosenau, M. J.: Rabies: The Treatment of Wounds 
and Prevention of the Disease. New England J. 
Med., 1928, cxcviii, 787. 

Prompt and proper cauterization of the wound 
with fuming nitric acid is an effective local treat- 
ment for the prevention of rabies. The period of 
incubation ranges from ten days to a year, but in 
man the average time is forty days, 
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The prophylactic treatment of rabies originated 
by Pasteur has been improved upon by Semple. 
The Semple vaccine consists of fixed virus killed 
with phenol. One injection is given daily for four- 
teen consecutive days. Paralysis following the 
Semple method is rare. The author gives a table of 
results following the Semple treatment and reviews 
the indications for it. He states that the mortality 
of rabies is practically roo per cent. 

J. Frank Doucuty, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Zemansky, A. P., Jr.: The Examination of Fluids 
for Tumor Cells. An Analysis of 113 Cases 
Checked Against Subsequent Examination of 
Tissue. Am. J. M. Sc., 1928, clxxv, 480. 


The author reviews the history and literature 
(from the year 1862 to the present time) relative to 
the examination of body fluids for tumor cells and 
describes the technique which is used by Mandel- 
baum and at the Mount Sinai Hospital, New York. 

The fluid is placed in a large Erlenmeyer flask and 
allowed to stand overnight so that it will settle by 
gravity. Then the clear upper layer is poured off and 
as large a quantity of the cloudy sediment as can be 
conveniently handled is centrifuged at a moderate 
speed for at least twenty minutes in a wide, 50 c.cm. 
tube which tapers to a point. The supernatant fluid 
is poured off without disturbing the sediment and the 
tube is filled with 10 per cent formalin. This is 
allowed to stand for twenty-four hours, and then the 
formalin is poured off. By this time the sediment is 
sufficiently hardened to be removed from the tube 
without falling to pieces. It is gently separated from 
the tube with a thin blade, lifted out with forceps, 
and cut from above downward, in order to obtain all 
layers of the sediment. This is important, as tumor 
cells may be missed by cutting only the top or bot- 
tom layers. The two halves are then hardened in 
graded alcohols, run through chloroform paraffin, 
embedded in paraffin, cut, and stained by hema- 
toxylin and eosin or hematoxylin alone. The single 
hematoxylin or iron hematoxylin stain gives sec- 
tions of remarkable clarity and is preferred by Man- 
delbaum in all tissue work. 

The author draws the following conclusions: (1) 
The examination of pleural and peritoneal fluids for 
tumor cells is of considerable value as a routine 
laboratory procedure. (2) The positive report should 
carry with it a high degree of accuracy. (3) The 
negative report should be considered in the same 
light as a negative report in any other laboratory 
method. (4) Atypical mesothelial cells in long- 


- standing effusions provide a source of error to the 


most experienced examiner. (5) In more than half 
of all cases of malignant tumors which develop effu- 
sions, one can expect to find cells or fragments of 
tissue in the effusion. (6) In about one-third of the 
cases the type of tumor can be determined from the 
character of the cells in the effusion. (7) There is 
twice the likelihood of detecting a carcinoma from 








266 INTERNATIONAL ABSTRACT OF SURGERY 


examination of an effusion as there is of detecting a 

sarcoma. (8) The examination of sputum, gastric 

contents, and urine for tumor cells is of little value. 
Joun J. Maroney, M.D. 


EXPERIMENTAL SURGERY 


Tammann, H.: The Effect of Vitamin D upon the 
Porotic Osteomalacia Following Biliary Fistula 
(Ueber die Beeinflussung der porotischen Osteo- 
malacie nach Gallenfistel durch das D-Vitamin). 
Beitr. z. klin. Chir., 1928, cxlii, 83. 

Pawlow was the first to observe that in dogs defi- 
nite disturbances appear in the bony system follow- 
ing the occurrence of protracted biliary fistulz. 

For certain definite purposes Tammann repeated 
Pawlow’s experiments and obtained the same re- 
sults. However, since dogs usually lick the bile off 
the fistula, the author selected a new operative pro- 
cedure which avoided the disadvantages of the ex- 
ternal biliary fistula. After ligating and dividing the 
common bile duct he established a tube connection 
between the gall bladder and the urinary bladder so 
that the bile was emptied only with the urine. 

Inasmuch as osteomalacia is dependent upon an 
avitaminosis, the author endeavored to determine 


whether or not the administration of Vitamin D to 
dogs with biliary fistula would influence or prevent 
the development of osteoporosis. As ergosterin was 
unknown at that time, Tammann used antirachitic 
vitamin in the form of a 3 per cent cholesterin solu- 
tion. After the establishment of the fistula, 2 c.cm. of 
the solution were injected every second day into each 
of the three experimental dogs. It was found that 
the development of the porosis was prevented in all 
of the dogs, that a demineralization of the bones did 
not occur, and that the regeneration of fractures 
occurred much more readily. 

In a dog with a biliary fistula the healing of an 
already manifest porotic osteomalacia was aided by 
similar injections. This was demonstrated clinically 
and by analysis of the bones and examination of 
the sites of rib fractures at autopsy. 

On the other hand, a much less marked effect was 
achieved in the animals with bone disease by feeding 
by mouth with fresh ox bile mixed with milk. Al- 
though a healthy organism is able to form Vitamin D 
from the provitamins under the influence of light, it 
was found that a similarly favorable effect could not 
be achieved in biliary fistula malacia by injections of 
provitamin with subsequent regular heliotherapy of 
the animal. Marwebet (Z). 
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EDITOR’S COMMENT 


HE ever-present problem of intestinal ob- 

struction, particularly as it presents itself 

in the surgical wards of our large city and 
county hospitals, has been frequently referred to 
in these pages. The now familiar experimental 
studies of Haden and Orr on the value of the 
administration of chlorides, the report of Williams! 
on the use of anti-gas gangrene serum in con- 
junction with surgical treatment (Brit. J. Surg., 
1926-27, xiv, 295), and of Sampson Handley! on 
a method of short circuiting the obstructed bowel 
and draining the cecum in the presence of ob- 
struction due to peritonitis (Brit. J. Surg., 1924- 
25, xii, 417) are only a few of many important 
contributions upon the treatment of intestinal 
obstruction that have appeared in the past few 
years. The value of enterostomy is emphasized 
again by Clute in a review of forty-four cases 
of intestinal obstruction (p. 314). He stresses 
particularly the value of high drainage in enter- 
ostomy for obstruction due to peritonitis. 

A few years ago, Sir W. Taylor' and Pro- 
fessor Wilkie,' in a discussion upon intestinal 
obstruction before the British Medical Associ- 
ation (Brit. M. J., 1925, ii, 993, 996) emphasized 
the importance of gastric lavage in the treat- 
ment of intestinal obstruction, both before and 
after operation. Such emphasis apparently needs 
reiteration, for it is not uncommon to hear of 
the operation of enterostomy being considered 
and carried out for cases of obstruction in which 
gastric lavage has not been attempted. Kanavel, 
in 1916 (SurG., Gynec. & Osst., 1916, xxiii, 
483), pointed out the ease with which continuous 
gastric lavage might be carried out for a number 
of days with the aid of a modified Einhorn or 
Rehfuss bulb and the value of such lavage in 
cases of peritonitis. To omit drainage of the 
upper intestinal tract by this method is to over- 
look what may be a simple solution of a most 
difficult problem. 

Wangensteen and Chunn, in a study of the 
cause of death in the presence of mechanical 


obstruction of the upper part of the intestine - 


(p. 314), emphasize the second important factor 
upon which both Kanavel and Wilkie also laid 
particular stress, namely, the administration of 

1An abstract of Williams’ paper appeared in the Int. Abst. Surg., 1927 


liv, 3793 Sampson Handley’s paper, 1925, xl, 491; and Taylor’s and 
Wilkie’s papers, 1926, xlii, p. 278. 


fluids in adequate amounts to diminish toxemia 
and counteract the rapid dehydration of the 
tissues associated with persistent vomiting. It 
has frequently been pointed out how rapidly the 
tissues will take up salt solution in such cases—in 
amounts as high as 7,000 c. cm. in twenty-four 
hours in cases of severe dehydration. If admin- 
istered in adequate quantities, the salt solution 
also gives to the patient sodium chloride in an 
amount closely approximating the optimum dose 
suggested by Haden and Orr.” 

One cannot help but feel that there is a tend- 
ency to overemphasize the operative treatment 
of intestinal obstruction, particularly of the types 
occurring after operation or associated with peri- 
tonitis, and neglect the two simple but all-im- 
portant measures of gastric lavage and adminis- 
tration of salt solution. 

In connection with the recognition of acute 
obstruction, Case again points out the value of a 
simple X-ray examination without the adminis- 
tration of any opaque substance and of X-ray 
examination with the aid of a small amount of a 
barium-water-lactose mixture given by mouth, 
or of a barium-oil enema (p. 315). It is scarcely 
necessary to emphasize the danger of rendering 
a partial or incipient obstruction complete by 
filling the already stagnant intestinal canal with 
the mass of barium paste given in the routine 
examination of the gastro-intestinal tract. 

A number of other abstracts appearing in this 
month’s issue deserve particular mention: Bug- 
bee’s report of a case of multiple fractures of the 
pelvis associated with rupture of the bladder 
(p. 345), Caulk’s successful management without 
operation of a case of rupture of the bladder in a 
child (p. 346), Hunt’s review of cases presenting 
surgical lesions of the upper urinary tract (p. 
349), Herfarth’s description of two cases of 
prolapse of the common duct into the duodenum 
(p. 325), and Allan and Wilder’s experience in 
the treatment of erysipelas with Birkhaug’s anti- 
streptococcus serum (p. 374). 

*Haden and Orr (J. Am. M. Ass., 1925, Ixxv, 813; Int. Abst. Surg., 
1926, xlii, 108) suggested a blood-chloride content of 400 mgm. as a 
definite indication for the administration of sodium chloride; and 1 
= per kilogram of body weight as the optimum initial dose. Seven 
iters of physiological (‘‘normal”’) salt solution (0.6-0.9 per cent) con- 
tains from 42 to 63 gm. of sodium chloride as compared with the 70 gm. 
suggested for an individual of average weight (70 kgm., 154 lb.). Obvi- 


ously the addition of more sodium chloride, to give a concentration of 
I or 2 per cent, would be a simple matter when indicated. 
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Since the publication of Allan Burns’s invalu- 
able work on the Surgical Anatomy of the Head 
and Neck, I have been in the habit of showing 
in my surgical lectures the practicability of se- 
curing in a ligature the Arteria Innominata; 
and I have had no hesitation in remarking that it 
was my opinion, that this artery might be taken 
up for some condition of aneurisms; and that 
a Surgeon, with a steady hand and a correct 
knowledge of the parts, would be justified in do- 
ing it. I felt myself warranted in this, from the 
singular success which this celebrated anatomist 
informs us attended his injections, and from my 
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l‘acsimile of first page of Mott’s report. 
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